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pure crystalline estrogen of natural origin 


By promptly relieving symptoms and imparting a characteristic 
sense of well-being, THEELIN has helped minimize the distress of 
the menopause for hundreds of thousands of women. The first 
estrogen to be isolated in pure crystalline form and the first to 
attain clinical importance, THEELIN has, moreover, demonstrated 
a most notable freedom from side effects. 


Available as THEELIN IN OIL—for rapid estrogenic effect and—as 
THEELIN AQUEOUS SUSPENSION —for more prolonged action— 
THEELIN facilitates individualized treatment schedules. And for 
greater economy, both THEELIN IN OIL and THEELIN AQUEOUS 
SUSPENSION are available in multiple-dose Steri-Vials® as well as 
in ampoules. Each mg. of THEELIN represents 10,000 international 
units of ketohydroxyestratriene. 


THEELIN AQUEOUS SUSPENSION THEELIN IN OIL 


Ampoules Ampoules 
Uz. 1-cc. ampoules of 0.2 mg. (2,000 I.U.) 

1-ce. ampoules of 0.5 mg. (5,000 I.U.) 

1-ce. ampoules of 1 mg. (10,000 I.U.) 


Steri-Vials 
10-ce. vials of 1 mg. (10,000 I.U.) per ce. 


Yoke, Davis + 


DETROIT. MICHIGAN 


- 3 
Steri-Vials 
10-ce. vials of 2 mg. {20,000 I.U.) per ce. 
F 5-ce. vials of 5 mg. (50,000 I.U.) per cc. 
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RAPID ABSORPTION — MAXIMUM THERAPEUTIC EFFECT 


es 


Sig: Two tablets 3 to 5 tim 
a day. Take after meals 
or with 1/5 glass of milk. 


The clinical effectiveness of different 
brands of mephenesin tablets depends on 
their rate of absorption. A mephenesin 
tablet that disintegrates slowly is ab- 
sorbed slowly. The resulting low blood 
levels may never produce a maximum thera- 
peutic effect. Results with such a tablet 
are usually poor. 


Tolserol Tablets are a result of extensive 
study and are formulated to disintegrate 
rapidly for fast absorption, thus main- 
taining optimum blood levels. 


Tolserol 


(Squibb Mephenesin) 


Complete information on the use of Tolsero) in muscle spasm 
of rheumatic disorders, in neurologic disorders and in acute 
alcoholism is available from the Professional Service Department, 
Squibb, 745 Fifth Avenue, New York 22, N. Y. 
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TRADE MARK 


STEARATE 


(Erythromycin Stearate, Abbott) 


 « . the cocci-killing antibiotic for children of all ages. Tasty, 
stable, ready for instant use. No mixing required—dtug retains 


potency for at least 18 months. 


Winter infections—otitis media, bronchitis, sinusitis, 


pharyngitis and pneumonia—are especially sensitive to 
Pediatric ERYTHROCIN. Also, pyoderma, erysipelas, certain 


cases of osteomyelitis, and other infectious conditions. 


Many physicians make it a practice to always prescribe Pediatric 
ERYTHROCIN when the organism is staphylococcus, because of 
the high incidence of staphylococcic resistance to many other 
antibiotics. And when the organism is resistant or when the 


patient is sensitive to penicillin and other antibiotics. 


DOSAGE 
| One 5-cc. teaspoonful ; Pediatric ERYTHROCIN is specific in action—/ess likely to alter 
represents normal intestinal flora than most other antibiotics. Gastrointestinal 


100 mg. of ERYTHROCIN - disturbances are rare. No serious side effects reported. 


25-Ib. child » teaspoonful 
50-Ib. child « 1 teaspoonful 
100-Ib. child « 2teaspoonfuls 
Every 4 to 6 hours 


Pediatric ERYTHROCIN can be administered before, after or with 


meals. Available in 2-fluidounce, pour-lip bottles. 
Your little patients will like Pediatric ERYTHROCIN. Obbott 
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when the history 


hints at diabetes 


CLINITEST 
BRAND 
for urine-sugar analysis 
CASES 
“MOTHER 
"FATHER 
to 
_ DAUGHTER-SON 
|NIECE-NEPHEW 
The Diabetic Relatives of 265 Diabetics 13 
In view of “...the very high incidence 
of... unsuspected cases among the 
blood relatives of diabetic patients,” 
uriné-sugar testing of all such 
individuals should be routine and frequent. as 
1, Barach, J. H.: Diabetes and Its 19 — 
Treatment, New York, Oxford University — 
Press, 1949, p. 38. 
2. Allen, F. M.: Diabetes Mellitus, Ovari 
in Piersol, G. M., and Bortz, E, L.: 2 Vena 
Cyclopedia of Medicine, Surgery, Specialties, lymp! 
Philadelphia, FA. Davis 3 Ri 
1951, vol. 4, p. 505. : ight 
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Ames Company of Canada, Ltd, Toronto 
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atomy the Pelvis 


and Hip Joint 


| Ovarian artery and vein 

2 Vena cava; lumbar 
lymph nodes 

_ common iliac artery 
and vein 

4 Tliolumbar ligament; 
branches of iliolumbar 
artery and vein 


5 Lumbosacral ligament; 
superior gluteal artery 
vein 


6 Anterior sacroiliac 
igament; internal iliac 
(hypogastric) artery 

7 External iliac artery 

vein 


8 Obturator artery and vein 
9 Inferior gluteal artery 
and vein 
10 Sacrospinous ligament; 
uterine artery and vein 
11 Sacrotuberous ligament; 
vaginal artery and vein 
12 Inguinal ligament; internal 
pudendal artery 
13 Iliofemoral ligament; 
branches of lateral femoral 
circumflex artery and vein 
14 Lacunar ligament 
15 Lateral femoral circumflex 
artery and vein 
16 Femoral artery and vein 
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17 Perforating arteries 
and veins 


18 Deep femoral artery 


and vein 
19 Great saphenous vein 
20 Aorta; ilioinguinal nerve 
21 Lateral aortic lymph nodes 
22 Lumbar nerves 


23 Hypogastric sympathetic 
plexus 


24 Sympathetic trunk 


25 Lateral femoral cutaneous 
nerve 


26 Middle sacral artery and 
vein; lumbosacral trunk 


27 Sacral nerves 
28 Femoral nerve 
29 Lateral sacral artery 
and vein; anterior 
sacrococcy geal ligament 
30 Lunate articular cartilage; 
joint cavity 
31 Acetabular fat pad; 
ligamentum teres 
32 Interpubic fibrocartilage 
33 Superior pubic ligament 
34 Anterior branch of lateral 
femora] cutaneous nerve 
35 Obturator nerve 
36 Great sciatic nerve 
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Many infections attack the pelvic organs, 


as well as the surrounding bony structures. 


CHLORTETRACYCLINE 


promptly controls susceptible infections 


involving the bladder, the reproductive organs, 


the blood and lymph vessels, the pelvic 


peritoneum, the pelvic bones and the hip joints. 


The frozen pelvis and the pelvic cripple 


are becoming things of the past and 


Aureomycin bas often proved life-saving. 


* TRADE-MARK 


LEDERLE LABORATORIES DIVISION 


30 Rockefeller Plaza, New Work 20, N.Y. 
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D octor, would it be helpful to you in your 
practice to know that there is a food avail- 


able at reasonable prices in the stores 
the year round having these attributes: 


1. High public acceptance as to flavor and palat- 
ability—billions eaten annually. 


2. One of the best of the “‘protective” foods with a 
well-rounded supply of vitamins and minerals. 


3. Low sodium—very little fat—no cholesterol. | 
4. Sealed by nature in a dust-proof package. 
5. One of the first solid foods fed babies. 


6. Can be easily digested by old folks as well as 
infants. 
7. Can be readily eaten out of hand, in milk shakes, 
on cereals, or in salads. 


8. Can be baked, broiled or fried. 


9. Can be used as an ingredient product in breads, 
pies, cakes and desserts. 


10. Useful in bland and low-residue diets. 
11. Mildly laxative. 


12. May be used in the management of both 
diarrhea and constipation. 


13. Can be used in reducing diets. 

14. Can be used in high-calorie diets. 

15. Useful in the dietary management of celiac 

disease. 

16. Useful in the dietary management of idiopathic 
non-tropical sprue. 

17. Useful in the management of diabetic diets. 

18. Valuable in many allergy diets. 

19. Belongs among foods useful in certain acute 
‘intestinal infections. 
20. A protein sparer. 
21. Favorably influences mineral retention. 
22. Useful in the management of ulcer diets. 


23. One of the easiest foods to eat or prepare. | 


FOR THE NAME OF THIS FOOD, PLEASE TURN THE PAGE 
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The answer is 


BANANAS 


If you would like 


1. The authority for any of the statements 
made on the preceding page... 


2. Additional information in connection with any of them... 


3. The composition of the banana... 


4. The nutritional story of the banana... 


5. Information on various ways to prepare or serve bananas. 


Please feel free to write to 


Director, Chemical and Nutrition Research, United Fruit Company 


PIER 3, NORTH RIVER, NEW YORK 6, N. Y. 


UNIVERSITY OF KANSAS SCHOOL OF MEDICINE 
Postgraduate Medical Courses 


RADIOLOGY EARL R. MILLER, M.D., Professor of Radiology, 
February 15, 16 & 17, 1954 University of California Medical School, San 
Francisco. 


Guest Instructors: CLYDE A. STEVENSON, MLD., Radiologist, Scott 
JOHN P. CAFFEY, M.D., Professor of Clinical Pedi- & White Clinic, Temple, Texas. 
atrics, Columbia University College of Physicians p DALE TROUT, X-ray Department, General Elec- 
& Surgeons; Pediatric Radiologist, Presbyterian tte Co. Mileuiaes 
Hospital, New York City. 
HAR : HARRY M. WEBER, MLD., Associate Professor of 


ogy, Columbia University College of Physicians ga : j ae 
& Surgeons; Radiologist, Presbyterian Hospital, School of Medicine; Radiologist, Mayo Clinic, 


New York City. Rochester. 

Subjects to be Discussed: Hampton-Castleman Signs of Pul- Tumefactive Lesions of the Stomach; 

i monary Embolism and Infarction. Differential Diagnosis. 

Tumors of the Jaw. X-ray Movies. Clinical Indications for and Roentgen 

| The Importance of Radiology in Ob- ‘The Use of Filters to Reduce the Pa- Technic of Colon Examination. 

stetrics; Problems Other Than Pel- tient Dose in Radiographic Diag- Tumefactive Lesions of the Colon; 

vimitry. nosis. Differential Diagnosis. 

The Pathological Mastoid. Complications of Radiation Therapy. 

| The Effect of 30,000 Roentgens of  Intussception. Roentgen Therapy of Pyeronies Dis- 
X-ray Applied in One Dose. Problems in the Roentgenologic Diag- ease. a 

it Trauma to the Growing Skeleton Oth- nosis of Gastric Lesions. Relationship of Radiation to Surgery 

| er Than Fracture and Dislocation. Roentgen Diagnosis of Carcinoma of in Cancer of the Breast. ; 

| Interpretation of Arthritides. the Lungs. Roentgen Therapy of Thyroiditis. 

) Interpretation of. Westermark and Pediatric Film Demonstration. Medico-Legal Problems. 

| 

| For Allied Groups: 

| SURGERY MEDICAL TECHNOLOGY NURSING 

Four days January 11, 12 & 13, 1954 February 8, 9 & 10, 1954 

HEARING AND SPEECH CONFERENCE 


January 18, 19, 20 & 21, 1954 February 26 & 27, 1954 
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... “truly extraordimary” results 


in intractable bronchial asthma 


In a review article on 


hormonal therapy,’ complete 


relief of symptoms was 


reported in 62 per cent of 
116 asthma patients. Another 


24 per cent were made 
“quite comfortable.” 


Duration of relief varied 


widely, with remissions 


occasionally lasting as long as 
several months. The author 


calls these results 
“truly extraordinary.” 


1Evans,R.R., and Rackemann, F.M.: 4.M.A. 
Arch. Int. Med, 90 :96—127, July 1952. 


All CORTONE 
Tablets carry 
this trade-mark: 


ACETATE 
(CORTISONE ACETATE, Merck) 


Before treatment. Observe typical facies and 
tense sternocleidomastoid. 


After therapy with Cortong. Note relaxa- 
tion of accessory muscles of respiration. 


OMerck &Co., isc, 


Cortons ts the registered 
trade-mark of Merck ¢ Co., Inc. 
for its brand of cortisone. 


MERCK & CO., Inc. 
Chemists 
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They'd decorate it all in an hour... 


all the patients who represent 


the 44 uses for short-acting NEMBUTAL’ 


@ For every patient’s need .. . in many dosage forms .. . i 
more than 44 clinical conditions, short-acting NEMBUTAL offers 
these advantages: 
1. Short-acting NemButat (Pentobarbital, Abbott) 
can produce any desired degree of cerebral 


try the 50-mg. 


capa depression—from mild sedation to deep hypnosis. 


For Briefand 2. The dosage required is small—only about one-half 
| c ry the 0.1 Gm, that of many other barbiturates. 
| (%-gr.) Nembutal ° 
| i Sodium capsule 3. Hence, there’s less drug to be inactivated, shorter 
duration of effect, wide margin of safety and little 
tendency toward morning-after hangover. 
4. In equal oral doses, no other barbiturate combines 
quicker, briefer, more profound effect. 
Won’t you remember—and compare—these advantages 


| the next time, and every time, you Obbott 
1-286A write a barbiturate prescription? 
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.“sense of well-being”... 


Not only relief from menopausal distress but also 


“a striking improvement in the sense of well-being” 


was reported by all patients on “Premarin” therapy.* 


“PREMARINs in the menopause 


Estrogenic Substances (water-soluble) also known as 
Conjugated Estrogens (equine). Tablets and liquid. 


*Glass, S. J., and Rosenblum, G.: J. Clin. Endocrinol. 
3:95 (Feb.) 1943. 
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Conclusive evidence 
of the effectiveness and low toxicity 
of Furadantin 
in treating bacterial urinary tract infections 


is provided in its recent 


acceptance by the Council 
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UYRADANTIN ee ey eeee 


brand of nitrofurantoin 
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The N.N.R. 
monograph 


on Furadantin 


states: 


CAFOW Inc 


NORWICH, 


NEW YORK 


Nitrofurantoin—Furadantin (Eaton).— 

Actions and Uses.—Nitrofurantoin, a nitrofuran derivative, 
exhibits a wide spectrum of antibacterial activity against both 
gram-positive and gram-negative micro-organisms. It is bac- 
teriostatic and may be bactericidal to the majority of strains of 
Escherichia coli, Micrococcus (Staphylococcus) pyogenes albus 
and aureus, Streptococcus pyogenes, Aerobacter aerogenes, and 
Paracolobactrum -species. The drug is less effective against 
Proteus vulgaris, Pseudomonas aeruginosa, Alcaligenes faecalis, 
and Corynebacterium species; many strains of these organisms 
may be resistant to it. However, bacterial resistance to other 
anti-infective agents is not usually accompanied by increase in 
resistance of the organisms to nitrofurantoin. The drug does 
not inhibit fungi or viruses. 


Nitrofurantoin is useful by oral administration for the treat- 
ment of bacterial infections of the urinary tract and is indicated 
in pyelonephritis, pyelitis, and cystitis caused by bacteria sensi- 
tive to the drug. It is not intended to replace surgery when 
mechanical obstruction or stasis is present. Following oral ad- 
ministration, approximately 40% is excreted unchanged in the 
urine. The remainder is apparently catabolized by various body 
tissues into inactive, brownish compounds that may tint the 
urine. Only negligible amounts of the drug are recovered from 
the feces. Urinary excretion is sufficiently rapid to require ad- 
ministration of the drug at four to six hour intervals to main- 
tain antibacterial concentration. The low oral dosage necessary 
to maintain an effective urinary concentration is not associated 
with detectable blood levels. The high solubility of nitro- 
furantoin, even in acid urine, and the low dosage required 
diminish the likelihood of crystalluria. 


Nitrofurantoin has a low toxicity. With oral administration 
it occasionally produces nausea and emesis; however, these 
reactions may be obviated by slight reduction in dosage. An 
occasional case of sensitization has been noted, consisting of a 
diffuse erythematous maculopapular eruption of the skin. This 
has been readily controlled by discontinuing administration of 
the drug. Animal studies, using large doses administered over 
a prolonged period, have revealed a decrease in the maturation 
of spermatozoa, but this effect is reversible following, discon- 
tinuance of the drug. Until more is known concerning its long- 
term effects, blood cell studies should be made during therapy. 
Frequent or prolonged treatment is not advised until the drug 
has received more widespread study. It is otherwise contra- 
indicated in the presence of anuria, oliguria, or severe renal 
damage. 


Dosage.—Nitrofurantoin is administered orally in an average 
total daily dosage of 5 to 8 mg. per kilogram (2.2 to 3.6 mg. per 
pound) of body weight. One-fourth of this amount is ad- 
ministered four times daily—with each meal and with food at 
bedtime to prevent or minimize nausea. For refractory infec- 
tions such as Proteus and Pseudomonas species, total daily 
dosage may be increased to a maximum of 10 mg. per kilogram 
(4.5 mg. per pound) of body weight. If nausea is severe, 
the dosage may be reduced. Medication should be continued 


for at least three days after sterility of the urine is achieved. 9 9 
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You, loo, havea place 


THE WORLD MEDICAL ASSOCIATION 


as a member of the medical profession 
anywhere in the world 
civilian...in the armed forces...retired 


1. Joining 700,000 doctors from 43 nations in a worldwide movement to help 
you attain the highest possible level of medical practice and scientific advance. 


2. Reports obtainable only in the World Medical Association Bulletin which 
is issued to you quarterly and contains facts on scientific, economic and social 
trends affecting the practice of medicine. 


3. Letters of introduction to foreign medical associations, facilitating your 
professional contacts and exchange of ideas while traveling abroad. 


4. Representation before the World Health Organization, UNESCO, the 

International Labor Organization, and other important bodies in order to 

maintain the honor and defend the international interests of your profession 
when these organizations discuss measures concerning medical practice. 


5. The satisfaction of sharing the progress of American medicine with other 
lands and thus repaying them for the inspiration we have received from them. 


what affects world medicine—affects you 
ts your only voice tnwodd meditine 


W.M.A. Is Approved by the American Medical Association. JOIN NOW! 


Dr. Louis H. Bauer, Secretary-Treasurer 
U. S. Committee, Inc., World Medical Association 
2 East 103rd Street, New York 29, New York 


I desire to become an individual member of the World Medical Association, United States 


Committee, Inc., and enclose a check for $ » my subscription as a; 
Member —$ 10.00 a year 
Life Member — $500.00 (No further assessments) 


Member — $100.00 or more per year 


SIGNATURE 


ADDRESS___ 


(Contributions are deductible for income tax purposes) 
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“0 and seven 


YEARS TREATING ALCOHOL 
AND DRUG ADDICTION 


In 1897 Doctor B. B. Ralph developed 
methods of treating alcohol and narcotic addiction that, by the 


standards of the time, were conspicuous for success. 


Twenty-five years ago experience had bet- 
tered the methods. Today with the advantages of collateral medicine, 


treatment is markedly further improved. 


The Ralph Sanitarium provides personal- 
ized care in a quiet, homelike atmosphere. Dietetics, hydrotherapy 
and massage speed physical and emotional re-education. Cooperation 


with referring physicians. Write or phone. 


The 


RALPH 


SANITARIUM 


A Unit of the Benjamin Bur- 
roughs Ralph Foundation: for 
Medical Research 


Telephone Victor 3624 


529 HIGHLAND AVENUE @ KANSAS CITY 6, MISSOURI 
Ralph Emerson Duncan, M.D., Medical Director. 
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‘“Carbo-Resin’ Therapy 
Simplifies Control of Edema 


e Permits more liberal salt intake, enhances palata- 
bility of diet 


e Safely removes sodium from intestinal tract and pre- 
vents its reabsorption 


e Decreases the frequency of need for mercurial diu- 
retics by potentiating their effectiveness 


e May be lifesaving therapy for patients who have 
developed a resistance to mercury 


e Useful in congestive heart failure, cirrhosis of the 
liver, edema of pregnancy, hypertension, or when- 
ever salt restriction is advisable 


Eli Lilly and Company 
Indianapolis 6, Indiana, U. S. A. 


Suspended in 
orange juice 


Baked into brownies 
or cookies e Pa 

Variety is the key to palatable ‘Carbo-Resin’ therapy. 

i ‘Carbo-Resin,’ Unflavored, may be incorporated into cookies, fruit 

juices, and desserts. Printed recipes for your patients are available 

from the Lilly representative or direct from Indianapolis. A book 

containing low-sodium diets is also available for distribution to 


Blended into patients. 
gelatin dessert CAUTION: ‘Carbo-Resin’ is supplied in two forms—flavored and 
unflavored. Only ‘Carbo-Resin,’ Unflavored, is suitable for ineor- 
poration into recipes. 
POWDER 4 


arbo-hesin 


(CARBACRYLAMINE RESINS, LILLY) 
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Facts Learned From a Maternal Mortality Survey 


With Emphasis on Obstetric Hemorrhage* 


Frank R. Lock, M.D.** 
Winston-Salem, North Carolina 


Recently the public has shown an increasing inter- 
est in obstetrics. Maternal and infant death rates are 
often used in evaluating the quality of medical care 
in a given area, and actually they should furnish a 
fairly reliable index. The majority of physicians in 
practice have some direct or indirect responsibility 
for obstetric patients. There are exceptional areas 
where most of the obstetric practice is carried out by 
specialists. In North Carolina, however, at least 85 
per cent of obstetric care is given by general practi- 
tioners, and in 1950, 36 per cent of our babies were 
delivered by midwives. I understand that there are 
fewer midwives practicing in Kansas, but I am sure 
that in your state, as in mine, the major portion of 
obstetric practice is the responsibility of the general 
practitioner. 

Fortunately, no one of us has had an extensive 
personal experience with maternal deaths. The aver- 
age physician may complete his entire medical career 
without losing an obstetric patient or with no more 
than one obstetric death every year or two. Conse- 
quently, it is only by pooling the experience of a 
great many physicians practicing obstetrics that we 
can learn what are the most common causes of such 
deaths, and how they can be prevented. 

In 1946, the Medical Society of the State of North 
Carolina undertook a survey of maternal deaths in 
the state. Although our maternal mortality rate was 
not high, we recognized that every obstetric death 
represented a major tragedy to some family. The 


* Presented at the 94th annual session of the Kansas Medical 
Society, Wichita, Kansas, May 3-7, 1953. 

*From the Department of Obstetrics and Gynecology, Bow- 
man Gray School of Medicine of Wake Forest College. 


society felt that a committee appointed to study every 
maternal death which occurred might disclose pre- 
ventable factors which would permit initiation of cor- 
rective practices. The committee obtains its informa- 
tion by correspondence with physicians who sign 
death certificates for obstetric patients and with oth- 
ers who have any knowledge of the case. Information 
is given to the committee on a voluntary basis. This 
program has been highly successful and has received 
the wholehearted support of every physician in the 
state. It has stimulated interest in obstetrics, and as a 
result of the discretion exercised by the Maternal 
Welfare Committee there has been little embarrass- 
ment to anyone concerned. 

A maternal death is defined by all recording agen- 
cies as any death occurring during pregnancy or with- 
in six months after pregnancy. Maternal deaths are 
readily divided into obstetric deaths—those due to 
obvious complications of the pregnancy or delivery— 
and non-obstetric deaths, which are the result of con- 
ditions not particularly affected by pregnancy or re- 
lated to it. It must be recognized, however, that preg- 
nancy may be a major factor in the course of unre- 
lated illness, since its presence is bound to influence 
the decisions made by the physician in charge of the 
patient. 

Records on the first 1,000 maternal deaths re- 
viewed by the North Carolina Maternal Welfare 
Committee have information which shows conclu- 
sively that the vast majority of such deaths are pre- 
ventable. In spite of the rural character of our state, 
lack of facilities for obstetric care was a minor fac- 
tor. Ignorance or neglect upon the part of the patient 
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or her family was blamed for 30 per cent of the first 
1,000 deaths. More than 50 per cent of the deaths 
could be attributed to the physician, since it was ap- 
parent from the complete record of the case that the 
fatal outcome could have been avoided with ideal 
obstetric management. It was found that the physi- 
cian’s error might be one of diagnosis, management, 
judgment, or technique. The committee recognized, 
of course, the great advantage which it had in making 
a cool analytical review of a case history over the 
individual physician who had to face an acute obstet- 
ric emergency alone or with little help available. 


TABLE 1 
FACTORS CONTRIBUTING TO MATERNAL DEATHS— 
1000 CASES 
Cardiac Complicationg ............. 
Total obstetric deaths .......... 844 
Total non-obst. deaths .......... 112 
Insufficient information 


Although prenatal care does not have a direct 
bearing on some obstetric problems, the fact remains 
that most of the obstetric patients who died from any 
cause had received inadequate prenatal care. A large 
proportion of these patients could be classified as 
indigent. The frequent relation of obstetric compli- 
cations to low intelligence, lack of education, poor 
dietary habits, anemia, and low physical resistance 
cannot be overemphasized. 

These problems are prevalent in the South, and 
probably contribute more to the relatively high ma- 
ternal death rates of the southern states than does the 
large Negro population, though this latter factor is 
frequently blamed. The maternal death rate for Negro 
women in North Carolina, where 30 per cent are 
delivered by midwives in the home, was lower than 
that in a large western city where 90 per cent of the 
Negro women were delivered by physicians in the 
hospital. We believe that the dietary habits of the 
southerners in rural areas may be of greater signifi- 


TABLE 2 


RELATION OF ECONOMIC STATUS AND PRENATAL 
CARE TO MATERNAL DEATHS 


Primary Cause Inadequate 
of Death Number Prenatal Care Indigent 

259 209 167 
74 47 40 
Cardiac complications ...... 46 35 29 
25 14 11 
Other obstetric causes ...... 103 79 48 
Non-obstetric causes ....... 112 73 61 


Insufficient information .... 


cance than the large number of the nonwhites in the 
population. 

The two principal causes of maternal death in 
North Carolina, and in every section of the country, 
are toxemia of pregnancy and hemorrhage. These two 
causes alone are responsible for 52 per cent of all 
maternal deaths. In recent years, prenatal care has 
reduced the actual number of deaths resulting from 
hypertensive complications of pregnancy, but toxemia 
still consistently leads the list as a major cause of 
maternal deaths in our state. Obstetric hemorrhage, 
the leading cause of maternal deaths in many areas of 
the country, has increased in relative importance in 
our state also. 


ERRORS FOUND IN THE MANAGEMENT OF OBSTETRIC 
PROBLEMS 


Although statistical analysis of the records of the 
North Carolina Maternal Welfare Committee is ex- 
tremely interesting, their value is far greater when 
the case histories are reviewed individually, and it is 
learned that errors in management of the major 
problems encountered follow a consistent pattern, 
regardless of the age, training, or experience of the 
physicians in charge. Since each individual physician 
has only limited experience with the major compli- 
cations of obstetrics, the opportunity of profiting from 
the experience of others is invaluable. I am quite sure 
that the service rendered obstetric patients in the 
North Carolina Baptist Hospital has been greatly 
improved as a result of the lessons which the entire 
staff has learned from the cases in the files of the 
Maternal Welfare Committee. When a major obstetric 
complication develops, some feature of the case usu- 
ally reminds us of similar cases in the committee’s 
files and of the errors which may have contributed 
to a bad result. 

Toxemia: Since toxemia of pregnancy is the sub- 
ject of another talk before this group, I will not 
discuss it further now. 


TABLE 3 
CONDITIONS RESULTING IN DEATH FROM OBSTETRIC 
HEMORRHAGE 
Postpartum atony 90 
Rupture of uterus 27 
1 
Cervical laceration .. 6 


Hemorrhage: Deaths resulting from obstetric 
hemorrhage have been associated with various com- 
plications of pregnancy. Such deaths are less frequent 
in the first trimester of pregnancy than in the third 
trimester of pregnancy, when they result from com- 
plications of labor and delivery. Practically all of 
the abortions which resulted in fatal hemorrhage 
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were criminally induced. The patients’ desire to con- 
ceal their condition prevented them from seeking 
medical assistance until it was too late. We are 
fortunate that the problem of induced abortion is not 
greater. 

Deaths related to bleeding from ruptured ectopic 
pregnancy can invariably be attributed to error in 
diagnosis and delay in treatment. Each author who 
considers this subject emphasizes that the physician 
must be “‘ectopic conscious” to obtain good results. 
The diagnosis is usually obvious to a physician who 
seriously considers the possibility of ectopic preg- 
nancy in each patient who has bleeding, pain, or 
anemia in the first trimester. Immediate operation is 
imperative when the diagnosis has been made. Delay 
in initiating definitive surgical treatment is a major 
cause of death in these cases. Operation cannot be 
deferred for the convenience of the hospital staff or 
surgeon. 

Blood for transfusion should always be available 
when a ruptured ectopic pregnancy is suspected. 

Hemorrhage due to placenta previa and premature 
separation of the placenta. It is almost inconceivable 
that all but one or two of the deaths occurring from 
obstetric hemorrhage in the latter part of pregnancy 
were postpartum deaths. Not one patient with pla- 
centa previa died before intervention and delivery. 
Only a few patients with premature separation of 
the placenta died as a result of antepartum blood 
loss. Postpartum bleeding following intervention was 
the primary cause of death in these cases as well. 

Because of the poor results obtained with internal 
podalic version and extraction in the management of 
obstetric hemorrhage, this method has been aban- 
doned by all of the major teaching centers. Eleven 
of the 27 cases of rupture of the uterus in which 
death resulted from bleeding were caused by internal 
podalic version and extraction. Our files contain the 
records of several other similarly injured patients who 
subsequently died of peritonitis, renal shutdown, and 
other effects of the uterine rupture. 

These findings of the maternal mortality survey 
have confirmed our opinion that active treatment 
of placenta previa and premature separation of the 
placenta should never be attempted until all prepara- 
tions for satisfactory management of the problem 
have been made. Certainly there should be no delay 
in obtaining blood for transfusion and in undertaking 
other supportive measures, such as the administration 
of sedatives, fluids, and oxygen. However, the use of 
vaginal packs or any traumatic procedure in an effort 
to control bleeding is contraindicated. 

Of first importance in the treatment of placenta 
previa and premature separation of the placenta is 
the administration of blood to the patient in an 
amount larger than that which has apparently been 
lost, and sufficient to correct anemia as well as any 
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evidence of shock. A sterile pelvic examination should 
then be undertaken, but only in a hospital operating 
room with all preparations made to handle the prob- 
lem by any method which the findings indicate. 
Authorities agree that the simplest possible method 
of management should be selected. Simple rupture of 
the membranes is the treatment of choice in the ma- 
jority of cases. We believe, however, that the use of 
cesarean section for the delivery of patients with 
complete placenta previa, and for some others with 
an undilated and uneffaced cervix, is far safer than 
heroic attempts to accomplish a prompt vaginal de- 
livery. Although this policy may lead to an excessive 
number of cesarean sections, the advantages outweigh 
the disadvantages when these patients must be treated 
in hospitals with limited help, when provisions for 
blood transfusion are inadequate, and when no phy- 
sician with a wide obstetric experience is available. 

Postpartum hemorrhage: No problem in obstetrics 
better demonstrates the value of adequate prenatal 
care than does the problem of postpartum hem- 
orrhage. Numerous studies have demonstrated the 
importance of adequate nutrition. In the prevention 
of hemorrhage, there is some question as to whether 
or not anemia predisposes to postpartum hemorrhage. 
The patient whose blood is adequate in volume and 
of good quality is much better able to withstand 
the loss of blood than is the patient with anemia. 
In anemic and undernourished patients, the loss of 
small quantities of blood may result in shock, circula- 
tory collapse, and death. 

Several factors which predispose to postpartum 
hemorrhage or indicate an increased risk of hemor- 
thage should be kept constantly in mind. Excessive 
postpartum bleeding is to be expected in all cases of 
premature separation of the placenta and placenta 
previa. Overdistention of the uterus by polyhydram- 
nios or a multiple pregnancy, pregnancy occurring in 
older women, and increased parity are all indications 
for extra caution. When bleeding has occurred in 
the first and second stages of labor, we should cer- 
tainly anticipate the probability that it will be ab- 
normal in the third stage of labor. Any patient who 
has prolonged labor, uterine inertia, operative de- 
livery, or general anesthesia is a potential candidate 
for postpartum hemorrhage. 

The records of the Maternal Welfare Committee 
reveal one consistent pattern which is largely re- 
sponsible for all of the maternal deaths resulting 
from hemorrhage. Because of failure to anticipate 
the possibility of hemorrhage as a postpartum com- 
plication in the conditions which have been listed, 
and failure to appreciate the great danger of even 
moderate bleeding in patients with anemia, proper 
preparation is not made to meet this emergency when 
it occurs. Whenever possible, blood should be ad- 
ministered before delivery to any patient who enters 
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labor with a hemoglobin level of 10 Gm. or less, 
and certainly blood should be obtained and available 
for administration to all such patients and to any who 
are potential candidates for postpartum bleeding. 

Following delivery of the baby, no patient should 
be left even momentarily unattended. Some physicians 
make a practice of attending the baby and even tying 
the cord before the third stage of labor is completed, 
a practice which has resulted in the unobserved loss 
of large quantities of blood in some instances. 

It is apparent that a great many physicians do not 
have in mind an integrated plan of management in 
the event of a postpartum hemorrhage. Indecision 
may lead to the loss of a large amount of blood. 

We are all aware that bleeding cannot be controlled 
during the third stage of labor until the placenta has 
been completely delivered. In the event of active 
bleeding, the placenta should be removed immedi- 
ately, even though manual removal is necessary. Re- 
peated attempts to express the placenta in the pres- 
ence of even moderately severe bleeding may have 
serious consequences. 

Cosgrove and many others recommend compres- 
sion of the uterus between the hands, with one hand 
grasping the cervix and the other on the abdomen. 
This is an extremely valuable maneuver. The cavity 
can first be explored for evidence of retained placental 
tissue or of uterine laceration, and this method of 
compression will usually control the bleeding. In our 
experience repeated administration of oxytocics and 
the intravenous administration of a dilute solution 
of pitocin have been valuable in the patient who 
tends to have repeated relaxation of the uterus, with 
recurrences of postpartum bleeding. The fundamental 


basis of treatment, however, must always be the ad- 
ministration of blood by transfusion. Preparations 
for transfusion should be made prior to the occur- 
rence of hemorrhage when possible, but delay in 
preparing for transfusion and in administering blood 
to any patient who bleeds excessively is unforgivable. 

Anesthesia: The advent of anesthesia has greatly 
improved the morale of the childbearing woman. It 
is frightening, however, that since 1946, 25 deaths 
have occurred in North Carolina from commonly 
used anesthetics. In each instance, some error in 
technique was apparent after a review of the record. 

In each fatality resulting from spinal anesthesia, 
sudden death followed the administration of ordinary 
surgical doses of a spinal anesthetic. Special tech- 
niques for the use of spinal anesthesia in obstetrics 
have been developed, and there is little question that 
this method is comparatively safe when one-third to 
one-half of the usual anesthetic dosage is used, and 
special obstetric techniques are employed. 

All but one of the deaths related to ether anes- 
thesia resulted from the aspiration of stomach con- 
tents when vomiting occurred during the anesthetic. 


CONCLUSION 


A maternal mortality survey stimulates the interest 
of physicians in obstetrics. The information gained 
by such a study provides concrete evidence of the 
problems which exist in the area of study; further, 
dissemination of this information promotes alertness 
to major obstetrical hazards and the prompt initia- 
tion of preventive measures designed to reduce mater- 
nal and infant loss. 


Man has existed for about a million years. He has possessed writ- 
ing for about six thousand years, agriculture somewhat longer. 
Science, as a dominant factor in determining the beliefs of educated 
men, has existed for about three hundred years; as a source of eco- 
nomic techniques, for about one hundred and fifty years. When we 
consider how recently it has risen to power, we find ourselves forced 
to believe that we are at the very beginning of its work in transform- 
ing human life—Bertrand Russell. 
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Diverticulitis and Its Confusion With Carcinoma 


In the Sigmoid Colon* 


Stanley L. VanderVelde, M.D. 


As surgeons, our interest in diverticulitis is not in 
the primary disease; its treatment lies in the realm of 
the internist. Our interest is in the complications of 
diverticulitis. These are perforation, bowel obstruc- 
tion, fistula, and abscess formation. These complica- 
tions present a problem in diagnosis many times be- 
cause of their mimicry of carcinoma of the colon. 
Ofttimes the roentgenologist is confused by barium 
enema studies, and what he concludes is a carcinoma 
of the large bowel, when brought to light by the 
surgeon’s knife, turns out to be diverticulitis or one of 
its complications. 

Pathology and clinical manifestations of divertic- 
ulitis have largely been acquired over the period of 
the past 50 years. Mayo, Beers, Moynihan, Wilson, 
and Giffin have added greatly to our knowledge of 
this disease and its complications. The advent of 
roentgen examination of the colon with barium, about 
1914, also aided in the diagnosis of this disease. 

With the development of the chemotherapeutic and 
antibiotic agents over the past two decades, colon 
surgery has been placed on a safe and sound basis. 
Thus, colon disease and its complications have come 
under closer scrutiny by the surgeon. More extensive 
and safer colon surgery has been done, and, in this 
way, many of the complications of diverticulitis have 
become amenable to surgery. Most individuals with 
diverticulitis will and do respond satisfactorily to 
medical management. However, it has been estimated 
that of those having diverticulitis, approximately 25 
per cent will eventually require surgery. 


ETIOLOGY 


The exact causative factors in the development of 
diverticula are not known. All theories of explanation 
are inadequate. Probably a combination of factors 
exists that lends itself to the development of the 
diverticulum. For the most part, the diverticulum is 
assumed to be acquired, although there may be a con- 
genital weakness in the bowel wall that plays a part. 
Such conditions as muscular weakness, neuromuscular 
dysfunction, vascular stasis, increased intracolonic 
pressure, and degenerative changes of senility all may 
play a part in the development of diverticula. All 
parts of the colon can be involved, but the greatest 


* Presented at the fourth annual meeting of the Kansas Chap- 
ter, American College of Surgeons, Wichita, September 13, 1953. 
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incidence is in the sigmoid region. It is also in this 
area that the greatest incidence of diverticulitis is 
found. It is generally felt that diverticulitis results 
from the improper emptying of the diverticulum. 
Smithwick explained the increased incidence of diver- 
ticulitis of the sigmoid on the basis of the narrow 
lumen, stasis, and solid fecal material. To this Mayo 
and Blunt® added the factors of the propulsive mech- 
anism of the bowel and the tendency to spasm in the 
sigmoid area. 

INCIDENCE 


Diverticula of the colon are found most often after 
40 years of age. It rarely is found in the 20- and 
30-year groups. It has been estimated that approx- 
imately 5 per cent of patients having bowel symp- 
toms will have diverticulosis. Eighty per cent of 
diverticula are found in the sigmoid colon. Rarely 
are they found in the rectum. From the sigmoid to 
the cecum there is rapid decrease in incidence. Mayo 
and Blunt,® in a study of 202 cases of complicated 
diverticulitis, found the sigmoid involved in 198 
cases, the cecum in 2, and the transverse and descend- 
ing colon in 1 each. While diverticulosis is divided 
almost equally between both sexes, the incidence of 
diverticulitis is found in the male almost twice as 
frequently as in the female. 


PATHOLOGY 


Diverticula, being outpocketings of the bowel 
lumen with an open communication with the bowel 
lumen, are capable of filling with fecal material as 
well as emptying. When a firmly packed or hard par- 
ticle of fecal matter becomes lodged in one of these 
pockets, edema of the mucosa results with obstruction 
to emptying. Inflammation takes place, and the proc- 
ess of diverticulitis begins. A number of possibilities 
may result at this point. The inflammation may sub- 
side, and the process becomes quiescent. If this does 
not take place, the inflamed sac may rupture and 
produce peritonitis. Again, diverticulum may not 
rupture, but the inflammation may spread to the ad- 
jacent bowel wall and produce what is called peri- 
diverticulitis. This results in narrowing of the bowel 
lumen and may result in bowel obstruction. Localized 
abscesses may form at the site of perfotation of a 
diverticulum. Various types of fistulae may develop 
between the inflamed region of the bowel and sur- 
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rounding structures. Fistulae to the surrounding 
bowel, to the urinary bladder, to the vagina, or to 
the abdominal wall may develop. 


SYMPTOMS 


The most common symptom of diverticulitis is pain 
and soreness in the left lower quadrant. Ofttimes it 
is a pain that has been intermittent and may extend 
over a period of several years with acute exacerba- 
tions. Associated with this is usually some muscle 
splinting and rebound tenderness. Thete may be 
nausea and vomiting. Thus the name “left sided ap- 
pendicitis” has arisen. If the inflammatory process 
spreads to the bowel and produces obstruction, there 
is associated cramping pain, constipation, and ab- 
dominal distention. If perforation results, there is 
usually abscess formation. Both obstruction and ab- 
scess formation produce palpable masses in the left 
lower quadrant. Rectal bleeding may occur with di- 
verticulitis. However, much less frequently does 
bleeding appear with diverticulitis than with car- 
cinoma of the bowel. 

It is with these two symptoms, namely abdominal 
mass and rectal bleeding, that the confusion in diag- 
nosis between diverticulitis and carcinoma arises. It 
has been fairly well established that there is no eti- 
ological relationship between carcinoma and divertic- 
ulitis although the two conditions can and do exist 
side by side. 

Fistula formation occurs more frequently than one 
would suppose. Mayo and Blunt® reported an inci- 
dence of 22.8 per cent of enterovesical fistulae in a 
study of 202 cases of complicated diverticulitis of 
the sigmoid. They also showed that in this complica- 
tion males predominated 5 to 1 over females. This 
was explained by the fact that the female bladder is 
protected by the uterus. 


DIAGNOSIS 


The greatest aid in the diagnosis of diverticulitis 
and diverticulosis is the roentgenologic examination. 
Even this aid is limited where there is obstruction so 
that the barium will not pass beyond the site of ob- 
struction. Here one meets the difficult problem of dif- 
ferentiating between carcinoma and obstructing diver- 
ticulitis. History and duration of symptoms may help, 
as well as the character of the defect found on barium 
study. The possibility of coexistence of the two con- 
ditions also must be considered. Pemberton® stated 
that in approximately 25 per cent of cases of ob- 
structing diverticulitis, carcinoma could not be ruled 
out with certainty. This was in 289 patients with 
diverticulitis. Sigmoidoscopic examination is of lim- 
ited value as an aid in diagnosis but should always 
be done. If the lesion lies in the 8- to 10-inch reach 
of the sigmoidoscope, diagnosis can be established. 
Above this region, one again is uncertain. 


The repeated passage of bright red blood is more 
suggestive of carcinoma than diverticulitis, although, 
as mentioned before, diverticulitis can produce bright 
ted blood in the stools. Incidence of blood in the 
stool in diverticulitis ranges from 5 to 17 per cent 
in different series. 


DIVERTICULITIS VERSUS CARCINOMA 


The differentiation between diverticulitis and car- 
cinoma is one of the main points of interest of this 
paper. Three cases will be cited from private prac- 
tice to point out various errors in diagnosis. 

Obstructive diverticulitis and carcinoma have many 
symptoms in common. Both produce bleeding, low 
abdominal cramping, diarrhea or constipation, and a 
feeling of incomplete emptying of the bowel with 
defecation. Both processes occur in the same age 
groups and have a predilection for the left side of 
the colon. The demonstration of diverticula or a long 
filling defect by roentgen ray is suggestive of diver- 
ticulitis, but again the possibility of coexisting car- 
cinoma clouds the diagnosis. Occasionally, as will be 
cited in one of the cases to follow, even with the 
lesion under direct vision at the operating table one is 
not always able to make the correct diagnosis. It is 
not to be inferred that the association of these two 
lesions is a common occurrence. 

Rankin and Brown? reported that in 227 cases of 
diverticulitis, carcinoma was encountered in only four 
cases. Conversely, diverticulitis was present in only 
4 of 679 cases of carcinoma. The above figures cer- 
tainly bear out the point made previously, that diver- 
ticulitis does not predispose to carcinoma, nor is 
there any relationship between the two conditions. 
Although the occurrence of both conditions together 
is rare, the differentiation between the two in a given 
case is often difficult. As Pemberton® reported, car- 
cinoma could not be éxcluded by clinical methods of 
examination in 25 per cent of the cases. He also re- 
ported that several cases were considered inoperable 
carcinoma and were later proved stenosing diverticu- 
litis. However, more frequently radical resection is 
done for malignant disease which later is shown to 
be diverticulitis. 

In surgical treatment, oftentimes a radical one- 
stage procedure is done for what is thought to be 
carcinoma, which in reality is some type of inflamma- 
tory diverticulitis which would have responded better 
to a two- or three-stage procedure. Conversely, prob- 
ably there are many reports of long time cure of car- 
cinoma of the lower colon, after simple’ colostomy, 
which in reality are cases of diverticulitis. 

In favor of the diagnosis of carcinoma is a history 
of fairly good health with no previous colon difficulty, 
loss of weight, and blood in the stools. Colon disten- 
tion is usually found more often with carcinoma than 
with diverticulitis. In cases treated medically, where 
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there is any question of malignancy, laparotomy is 
definitely indicated, and, if at operation there is still 
doubt as to malignancy, resection of the involved seg- 
ment is clearly indicated. 


TREATMENT 


Treatment of diverticulitis and its complications 
as well as treatment of carcinoma is covered thor- 
oughly in other papers and will not be stressed here. 
Suffice it to say acute diverticulitis is a medical prob- 
lem and should be treated as such. The complications 
of diverticulitis are surgical problems and respond 
readily to properly chosen surgical procedures. Ab- 
scess formation with diverticulitis calls for drainage 
of the abscess and nothing else, delaying further 
bowel resection for a later date when the infection 
and peritonitis are under control. 

Fistulous formation associated with diverticulitis 
should first be treated with proximal colostomy and 
diversion of the fecal stream. A good percentage of 
fistulae will heal spontaneously on this régime. If, 
after 6 to 9 months, the fistulous tract is not healed, 
resection of the tract is indicated. 

Bowel obstruction associated with diverticulitis is 
a surgical problem that is in the process of change. 
With the aid of our chemotherapeutic and antibiotic 
drugs, surgeons can be more bold, and what used to 
be a 2- or 3-stage procedure can in some cases be a 
1-stage end to end anastomosis. Proximal colostomy 
is still the procedure of choice for acute perforation 
with peritonitis or abscess. The old-time tested ex- 
teriorization with establishment of double barreled 
colostomy and later crushing down of the spur should 
not be discarded. However, in many cases of stenosing 
diverticulitis where peritonitis is under control, either 
end to end open anastomosis in a 1-stage procedure 
or a closed type of anastomosis can be done. Again 
it should be stressed that where the possibility of 
carcinoma enters the picture, it is better to err to the 
more radical side and do a resection of the lesion in 
one stage rather than to do a preliminary colostomy 
with waiting interval of 6 to 12 months before further 
surgery is attempted. 

Case 1, D. A. H., a 63-year-old white male, was 
first seen by an internist with a three-day history of 
generalized lower abdominal pain. During the pre- 
ceding eight hours, the pain had been more intense. 
There was no previous history of pain, nausea, or 
vomiting, and no testicular radiation of pain. He 
had been having daily stools, and during the last 
week stools were loose. He had a past history of myo- 
cardial infarction, and recently had had anginal pain 
on exertion. He had had surgery for hemorrhoids 
and a nasal operation in past years. 

The abdomen was rounded and obese. No muscle 
spasm was elicited. No masses were palpable. There 
was tenderness to palpation in both lower quadrants, 
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more so on the right with rebound tenderness in the 
right lower quadrant and referred tenderness from 
the left lower quadrant to the right lower quadrant. 

Laboratory examination revealed a leucocyte count 
of 15,000 with a shift to the left. Urine was negative. 

A diagnosis of appendicitis was made. The patient 
was taken to the operating room where, under gen- 
eral anesthesia, a normal appearing appendix was 
found and removed. Abdominal inspection revealed 
a hard, irregular, indurated mass in the sigmoid 
region which was palpated by both surgeons present 
and thought to be carcinoma. The patient was re- 
turned to his room. After an uneventful convales- 
cence, his bowel was prepared with antibiotics and 
enemas, and he was returned to surgery where an 
anterior resection of the mass with end to end anas- 
tomosis was performed. The patient’s convalescence 
was complicated by 12 days of hiccoughs, but other- 
wise he had a normal recovery from the bowel sur- 

ery. 
. COMMENT: This is an example of a lesion under 
direct vision on two different occasions, and not 
until the lesion was opened following surgery was a 
diagnosis of perforated diverticulitis entertained. 
Pathology report was “hypertrophy of intestinal wall 
with acute and chronic inflammation of the pericoloc 
fat; diffuse panniculitis.” 

Case 2, H. A. S., a 56-year-old white male farmer, 
was completely well until two years prior to being 
seen. At that time he had an attack of left lower 
quadrant pain which lasted about a week. He did 
not stop work and soon “wore it out.” He was con- 
stipated at the time but did not recall diarrhea or 
blood in the stools. About 10 days prior to first being 
seen, he had another attack of left lower quadrant 
pain which persisted. He was constipated and bloated. 
He had no nausea or vomiting, no diarrhea or blood 
in stools. Pain was a constant discomfort with cramp- 
like exacerbations. His appetite had decreased. His 
weight had been on the increase for a year. 

Physical examination was essentially normal except 
for the abdomen. This was moderately obese. There 
was tenderness in the left lower quadrant, and a def- 
initely palpable mass presented itself. It was irregular 
in outline and filled the region of the sigmoid colon. 
The mass was movable and tender. The liver was 
palpable three fingers’ breadth below the costal mar- 
gin, but was smooth in outline and non tender. Sig- 
moidoscopic examination was negative to 10 inches. 
Complete blood count and urinalysis were normal. 
Barium enema examination revealed diverticula in 
the descending colon. A rather sharply demarcated 
narrowing in the upper sigmoid colon was found 
which was interpreted as probable carcinoma of the 
sigmoid, although the diverticula present left the 
possibility of diverticulitis to be considered. The 
patient’s bowel was prepared and he was taken to 
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surgery. A three-inch mass was found in the sig- 
moid colon, and an anterior resection with end to 
end anastomosis was performed. The patient had a 
wound evisceration on his fifth postoperative day, 
but had no difficulty from the anastomosis. 

COMMENT: This case exemplifies a palpable 
mass by abdominal examination, substantiated by 
x-ray examination, and again not correctly diagnosed 
until the segment of bowel was opened following 
surgery. Pathologic diagnosis was diverticulosis with 
diverticulitis of sigmoid colon. 

Case 3, K. A. M., a 63-year-old white female 
housewife, when first seen complained of lower ab- 
dominal cramping of four weeks duration. This be- 
gan with a bout of what she called “intestinal flu.” 
Cramping was lower abdominal with more tenderness 
on the left. The patient was constipated and was hav- 
ing mucus in her stools, but no blood was seen. She 
had considerable gas and bloating associated with 
cramping. She had lost about four pounds of weight 
since the onset of her trouble. 

Physical examination was essentially negative ex- 
cept for the abdominal examination. The abdomen 
was flat and soft. Definite tenderness was elicited in 
the left lower quadrant. No masses could be found 
abdominally. Sigmoidoscopic examination was neg- 
ative to six inches, beyond which the scope could not 
be passed because of discomfort to the patient. Pelvic 
examination revealed a small uterus and negative 
adnexa. Rectovaginal examination revealed a hard, 
irregular mass just to the left of the cervix and not 
attached to pelvic structures. 

Laboratory work revealed a normal complete blood 
count and urinalysis. Barium enema studies revealed 
diverticula of the sigmoid and descending colon but 
no evidence of intraluminary defect. 

The patient went to surgery where a lower sig- 
moid mass was encountered, thought to be carcinoma 
on palpation. It was resected with end to end anas- 
tomosis. Palpable glands were encountered in the 
mesentery and were resected with the mass. 
COMMENT: Here again a mass is palpable on 
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clinical examination but was not substantiated by 
roentgenologic examination. At surgery the mass was 
found and again not differentiated from carcinoma 
until opened grossly following surgery. Pathologic 
diagnosis was diverticulosis with diverticulitis and 
peridiverticulitis of sigmoid colon. 


SUMMARY 


1. Uncomplicated diverticulitis of the colon is med- 
ical and should be treated as such. 

2. The complications of diverticulitis are in the 
realm of the surgeon, and procedures are indicated 
for these complications. 

3. The relationship of diverticulitis to carcinoma is 
incidental, but the differentiation between these two 
is at times difficult and occasionally impossible to 
make. Three cases are cited to demonstrate this dif- 
ficulty. 

4. One stage end to end resection in the sigmoid 
colon has become increasingly safe and is the pro- 
cedure of choice where the inflammation of divertic- 
ulitis can be made to subside without recourse to 
fecal stream diversion. 
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There is a wonderful mythical law of nature that the three things 
we crave most in life—happiness, freedom and peace of mind—are 
always attained by giving them to someone else.—Peyton Conway 


This case is reported because we have not been 
able to find a similar one in American medical liter- 
ature. Cecil’s Textbook of Medicine, First Edition, 
page 446 says, ““A few cases have been reported in 
the United States.” In the second edition, page 472, 
he states, ‘“A few introduced cases have been reported 
in the United States.” In his sixth edition, on page 
423, he says, “In the United States and Canada fur- 
bearing mammals may be infected, but no native cases 
have been reported.” Research by W. F. Prior Com- 
pany, Inc., Hagerstown, Maryland, failed to uncover 
any native cases in the United States. 

Dracunculus medinensis, or Guinea worm, is quite 
common in India and Asia. The development of the 
worm requires approximately one year. Prior to the 
expulsion of the larvae by the worm, an ulcer appears 
on the skin surface of the human host. When water 
comes into contact with this ulcer, a fluid escapes 
which, microscopically, has been shown to contain a 
great number of small embryos. The young worms, 
being discharged into the water, move about actively 
for several days. They develop further when ingested 
by a fresh-water Cyclops coronatus. After migrating 
to the body cavity of the cyclops, the young worms 
undergo further development and molt twice. The 
larvae develop no further until taken into the human 
stomach, 

After ingestion into the human intestinal tract, 
‘, . . experimental evidence in animals suggests that 
the ingested larvae perforate the gut and develop in 
the retroperitoneal tissues. When the larvae have 
grown to adult size, copulation occurs and the impreg- 
nated female worm makes her way along the fascial 
planes to that part of the body where her instincts 
tell her water may be found in contact with the 
skin.”1 The male worm, which is 4 cm. or less in 
length, dies after fertilizing the female. She in turns 
grows from 20 to 30 cm. in length. 


CASE REPORT 


Mrs. H., at the age of 17 years (1946), lived for 
one year in a Kansas town where the water was not 
potable. All drinking water was brought in by railroad 
tank car. She had never been out of the state and had 
no personal contact with anyone who had even been 
in an area infected with Dracunculus. 

On June 6, 1947, she entered a well known clinic 
in Kansas. An abstract of her admission and dis- 
charge from there follows: 


* Presented at the fourth annual meeting of the Kansas Chap- 
ter, American College of Surgeons, Wichita, September 13, 1953. 


Dracunculosis* 


R. E. Speirs, M.D., and A. H. Baum, M.D. 
Dodge City, Kansas 
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Chief Complaints: 1. Stomach discomfort after 
meals associated with nausea for six months; 2. Heavy 
menstrual flow for four months; 3. Urgency, fre- 
quency, and burning on urination for two weeks. 

Her past history was uneventful except for mild 
hay fever in the spring. 

The physical examination was essentially normal 
for the head, neck, and chest. The abdomen was 
rounded and showed a smooth mass below the 
umbilicus. The abdomen was somewhat spastic. The 
examination was not too satisfactory because of the 
inability of the patient to relax. 

On June 11, 1947, an intravenous pyelogram 
showed a normal shadow of the right kidney, pelvis, 
and ureter. There was no visualization whatsoever of 
the left kidney. On retrograde examination, an ob- 
struction was met at 6 cms., and efforts to visualize 
the left kidney were not successful. 


Figure 1. Preoperative x-ray shows stone. - 
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On June 24, 1947, drainage of an infected left 
kidney was done, the postoperative diagnosis being 
pyonephrosis. Her postoperative course was unevent- 
ful, and she was discharged on July 5, 1947. 

On August 12, 1947, she returned, complaining of 
pain in the left kidney area. A left nephrectomy was 
performed. She was discharged August 28, 1947. 

She returned to the clinic again on June 20, 1949. 
Her general health had improved, but she had a small 
draining sinus in her operative scar. This had never 
healed. The sinus was excised, and she was discharged 
June 28, 1949. She was again in the hospital from 
September 20 to 28, 1949, because the sinus had 
failed to heal. 

Mrs. H. was first seen by A.H.B. in June 1949, 
complaining of a draining sinus following removal 
of her left kidney in 1947. Local treatment was not 
effective. In October 1950 more definitive steps were 
taken. 

An x-ray of the abdomen showed a .5 cm. area of 
calcific density at the level of the second left lumbar 
vertebra. Dye injection into the sinus tract went in 
the direction of this density, but did not communi- 
cate with it. 

On October 20, 1950, the sinus tract was explored 


Figure 2. Dye does not reach stone. 
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under general anesthesia. The dense scarred tract 
was excised, removing a piece of tissue 11/4 by 4 
inches in size. The tract ended rather abruptly al- 
though there was still some scar tissue in the retro- 
peritoneal area. The removed tissue was placed in a 
specimen basin. The entire renal area was explored 
for a residual stone, but none was found. After a 
few moments a white worm was seen to crawl out of 
the sinus tract. It measured .2 x 4 cms. in length. This 
worm was identified by Lattimore-Fink Laboratories, 
Topeka, as a Dracunculus medinensis. 

The incision was closed anatomically with No. 0 
chromic catgut. A small Penrose drain was inserted. 

Her postoperative course was uneventful except 
for a low grade temperature elevation and moderate 
serous drainage until November 7, 1950. The oper- 
ative area has remained healed since that time. There 
have been no manifestations of residual Guinea 
worms. 

She was last seen July 29, 1953. Her general con- 
dition was good. X-ray of the abdomen showed the 
calcific density remaining at the level of the second 
lumbar vertebra. 
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Figure 3. Postoperative x-ray shows stone remaining. 
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BLUE SHIELD 


THE DoctTor’s ROLE IN MEMBER EDUCATION 


A recent Blue Shield case which has elicited a 
considerable amount of discussion seems interesting 
enough to bring to the attention of the medical pro- 
fession in Kansas. An infected fingernail was treated 
with incision and drainage by the family physician, 
and a charge of $7.00 was made. Of this amount, 
Blue Shield was responsible for payment of $5.00 
on the basis of the usual allowance for treatment 
of minor emergencies where no fracture occurs and 
no surgery is required. 

Through misunderstanding, the member had 
thought that her entire bill would be paid. She in- 
sisted that this was her right and felt she was being 
discriminated against. An attempt was made by a 
staff member to explain to her that this would be 
true if she were in the low income group with an 
annual income of $2400 if single or $3000 if mar- 
tied. The difference charged by her physician was 
only $2.00, and he was entirely within his rights 
in doing this, but she would not be convinced. It 
was “not the money but the principle” she insisted, 
which was going to cause her to drop her member- 
ship in Blue Shield. Many other people in her group, 
she stated, would follow in her lead, once they 
heard of this action by the Blue Shield! 

It would seem this is a definite threat to the 
maintenance of good public relations, and all be- 
cause of a misunderstanding on the part of a mem- 
ber. Someone has failed to educate this member as 
to the kind of protection Blue Shield can give and 
that carrying a membership in Blue Shield is not en- 
tirely swapping dollars for the same amount of re- 
turn in service. In her conversation she stated that 
several commercial plans would do better than this. 
There is some truth in this statement, but it is also 
true that her Blue Cross-Blue Shield membership 
would have been of much more value to her if she 
had been hospitalized for a long time or had re- 
quired extensive surgery. If this fact could be 
brought home to the members, they would probably 
not be so concerned about treatment for minor con- 
ditions. 

The question as to how much of the cost of med- 
ical and surgical care should be covered by Blue 
Shield arises so often that it seems appropriate to 
discuss the original principles of the program at the 
tisk of boring those who have been well acquainted 
with them for so long. When the House of Del- 
egates of the Kansas Medical Society agreed on the 
desirability of joining the national trend toward pre- 
paid medical and surgical care in an effort to elim- 
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inate the possibility of socialized medicine, a pro- 
gram which ‘would offer coverage mostly for catas- 
trophic illness was chosen. This has been followed, 
in most respects, with an occasional change to allow 
payment for some procedure which seems to be 
important to the member public. 

Inclusion of all services could be accomplished in 
several ways. Larger dues collected from all mem- 
bers would take care of the increased payment. 
Reducing hospital benefits might be an answer to 
part of the problem. Another possibility would be 
to restrict benefits to those members who might be 
considered “chronically ill.” A limit of one hos- 
pitalization per year for one ailment to 1100 mem- 
bers who fall within this category would save the 
plan half a million dollars a year! If Blue Shield 
chose to exercise its right to cancel memberships for 
health reasons, a large saving would be accom- 
plished. 

The philosophy back of the origin of Blue Cross 
and Blue Shield would not permit this practice. This 
would be a penalty against the many to protect the 
few against payment of small doctor bills which 
could easily be included in the family budget. One 
of the basic principles of the Blue Cross-Blue Shield 
program is that many people pay for the medical care 
of the few. 

Possibly a word of explanation from the doctor to 
the patient mentioned in this story would have 
obviated all the controversy. Her doctor or his med- 
ical assistant would have been able to point out to 
her the fact that partial coverage for the treatment 
she received was sufficient protection for a minor con- 
dition, thus making it possible for Blue Shield to 
maintain a sufficient reserve to protect against a 
catastrophic illness. 


The World Medical Association, representing doc- 
tors from 46 nations, has taken the initiative in 
opposing medical care under government controlled 
social security schemes. The association contended 
that physicians should not be forced to work on a 
full time salaried medical service under a govern- 
ment plan because it would leave the doctor no 
incentive. 


Enrollments in the country’s 72 medical and 7 
basic science schools during 1952-1953 totaled 
27,688, it is reported by the A.M.A. This is 2.3 per - 
cent more than the 27,076 enrolled during 1951- 
1952. 

The 6,668 students graduated during the last 
year exceeds by 279, or 4.4 per cent, the previous 
record established in 1947, when at the termination 
of the wartime accelerated program several schools 
graduated more than one class. 
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PRESIDENT’S PAGE 


Dear Doctor: 

I do not suppose that it is a coincidence that in the last few weeks of each 
year there occur our most beloved holidays. 

This past week we have had Thanksgiving. If we were able to recall, after 
the traditional dinner, we could most certainly recount many things for 
which to be thankful. For instance, the authors of our Constitution gave us 
our four freedoms and a Bill of Rights. We can be thankful that we still live 
in a country where those freedoms exist and where we value a human life 
as we value the lives of our children, or even our own. 

Soon comes Christmas. In a typical American way we will make it a 
gala occasion. Families and friends will gather together. Gifts will be ex- 
changed. Happiness and a feeling of well being will exist, and bitterness will 
be forgotten. But I am quite sure that behind the flamboyant sham of 
American effrontery, we revere this day because of our abiding faith in our 
universe and its creator. 

And then comes December 31. It is a day to take inventory. Some events 
and accomplishments we will put in the credit column. Others we will put in 
the debit column. After that, we will strike a trial balance. The analysis of 
this trial balance will spell either success or failure or the many gradations 
in between. We will then resolve . . .? 

As evening falls we will mourn the exodus of the old year with the sad- 
ness and fervor of an Irish wake. But at midnight we will celebrate and 
drink to the New Year with the same spirit as a man viewing his first-born 
son. 

May the day never come to us in America when these days mean less to us 
than they do now. But may the day come to all the people of the earth when 
peace, and freedom, and trust, and fair dealing, are uppermost in the minds 
of all. Then they can join us in Thanksgiving and Christmas and an eve of 


resolving. 
To each of you, a Merry Christmas and a Happy New Year. 
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EDITORIAL COMMENT 


Doctors IN STATE GOVERNMENT 


Browsing through the archives of the Kansas Med- 
ical Society became a rewarding experience a short 
time ago when it was discovered that Kansas, in its 
maiden voyage of statehood, was charted under the 
direction of the medical profession. Many will recall 
that the first governor was a doctor of medicine, 
but of less general knowledge is the fact that at the 
same time the lieutenant governor and the secretary 
of state also were doctors. Each of the three was 
among the incorporators of the Kansas Medical 
Society. 

Charles Robinson, M.D., was born in Hardwick, 
Massachusetts, on July 21, 1818. In 1843 he began 
practicing medicine. Almost nothing is known of his 
professional career, but the lure of adventure and 
the excitement of politics were sufficient to have 
taken him out of his professional activities . on 
numerous occasions. For example, he joined a gold 
tush party and traveled to California in 1849. This 
was possibly not completely successful, because in 
1852 Dr. Robinson was practicing medicine in Mas- 
sachusetts again. 

Two years later the New England Aid Society 
sent Dr. Robinson to Kansas to prepare the way for 
free-state settlers. Again in this field his activities ap- 
pear to have been varied because he is credited 
with having organized the first free school in this 
territory. He also retained an interest in medicine 
because his name appears with the incorporators of 
the Kansas Medical Society who met in Lawrence 
and began this professional organization on Febru- 
aty 10, 1859. Whether the success of this appearance 
before the territorial legislature or some other factor 
inspired him to enter politics is not known, but on 
the date when Kansas achieved statehood Charles 
Robinson, M.D., became its first governor. His 
term began on February 9, 1861, and closed in Jan- 
uary, 1863. Following this experience he continued 
his interest in politics and served in the Kansas 
House of Representatives in 1864 and was a member 
of the Senate in 1876. Beyond that, nothing further 
is known of Dr. Robinson’s activities except that he 
died at Lawrence on August 17, 1894. 

Also an incorporator was Joseph P. Root, M.D., 
who was born in Greenwich, Massachusetts, April 
23, 1826. He practiced medicine at Hartford, Con- 
necticut, and also exhibited an early interest in pol- 
itics, having served in the Connecticut state legisla- 
ture. In 1857 he moved to Wyandotte, now Kansas 
City, and immediately became active in politics to the 
extent that he was elected to the territorial Senate of 


557 


Kansas within two years of his arrival in the state. 
When statehood was achieved, Dr. Root was the first 
lieutenant governor, serving from February 9, 1861, 
to January, 1863. 

In addition to his political interests, Dr. Root in- 
dicated a strong interest in medicine. He not only 
aided in the incorporation of this Society, but be- 
came its second president and served in this office 
from 1860 to 1866, a period longer than that of 
any other president. He died on July 20, 1885. 

The third of this venerable trio of incorporators 
who achieved political prominence was John Winter 
Robinson, M.D., who bore no relationship to the 
other doctor of the same name. Dr. John Robinson 
was born in Litchfield, Maine, on December 22, 
1824. Very little is currently known about him, 
except that he practiced medicine in Maine and 
that he moved to Manhattan, Kansas, in 1857 be- 
cause the climate was presumed to be more health- 
ful than in Maine. After two years in this state, he 
also was one of the incorporators of the Kansas Med- 
ical Society, and when Kansas became a state, this 
Dr. Robinson was the first secretary of state, also be- 
ginning his term on February 9, 1861. His health 
was poor, and for that reason he resigned his office 
in July, 1862. He died on December 10, 1863. 

No study has been made to compare this with the 
history of other states, but it appears somewhat 
singular that the three executive leaders of a state 
government should all be doctors of medicine and 
serve their state in their respective capacities at the 
same time. It is perhaps even more unusual to find 
this situation existing at the beginning of statehood. 
For Kansas, the situation has never been repeated. 
Until the present at least, there has never been 
another governor who was a doctor of medicine, al- 
though four members have served as lieutenant 
governor. 


SONG OF THE ANGELS 


It is Christmas again with lights and gifts and 
tinsel and feasting. Almost 2,000 years ago angels 
sang in the heavens, and a bright star guided shep- 
herds and wise men to Bethlehem. This year those 
will be missing. 

Music will fill the air in profusion, and lights 
will transform the night into day. There will be 
gifts abundantly provided for everyone, but some- 
thing has happened. The emphasis has been altered. 

There have been many changes during the past 
2,000 years. Wonderful advancements have given 
us comfort and pleasures and health that no previous 
generation dared hope to achieve. Knowledge has 
made us more nearly masters of the world in which 
we live. We know more than ever before of the air 
and the space beyond air, of the sea and the black- 
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ness under the sea, of the land and of the caverns 
deep below the surface. We have telescopes that 
carry the heavens almost within our reach, and we 
have microscopes with which to explore that infin- 
itesimal world too small to observe with the eye. 

We may travel at speeds of approaching 1,500 
miles an hour and can send messages as well as 
pictures into the farthest recesses of this earth in an 
instant. Our genius has given us fearful destructive 
force and magnificent ability for healing the sick. 

Surely this Christmas we would find little to make 
us envy the shepherds who sat in the quiet of the 
lonely hillside on that long ago evening, or the 
wise men riding from far over the desert to lay 
their gifts at the feet of the King. But they saw 
the star and they heard the heavens singing! 

_So in this long period of history the emphasis has 
changed. There is music, but it comes from the loud- 
speakers on every lamp post. There are lights in 
many colors, but they burn with manufactured 
power. There are gifts of such magnificence as to 
pale the gold, the frankincense, and the myrrh, but 
we give those to each other. 

You know it cannot be true. You know this is 
pure sentimentality, groundless, foolish, wasted wish- 
ful thinking—but have you ever wondered whether 
the angels might sing again this year? Is it possible 
that our cards will sound so eloquent that we shall 
never hear the far-away choir singing ‘Peace on 
earth?”” Could our bulbs obliterate that clear still 
light in the sky? And the gifts—but stop, for our 
understanding does not want to follow these words. 


NARCOTICS 


Legal prescribing of narcotics by physicians is 
clearly defined in the Harrison Narcotic Act, as are 
the regulations under which this may be accom- 
plished. The few variations or exemptions are so 
insignificant as to be omitted in this discussion. 
This editorial has to do with relative responsibilities, 
and because more persons than the physician are 
involved it has been prepared jointly with the Kan- 
sas Pharmaceutical Association. 

The physician prescribing narcotics for a patient 
may expect the pharmacist to fill this order, but not 
unless certain requirements are fulfilled. The re- 
sponsibility for the professional decision rests entire- 
ly with the physician. No one will question his posi- 
tion in this regard, but beyond that point the 
pharmacist filling the prescription shares a responsi- 
bility and accepts a direct liability with the doctor. 

It goes without repeating that the physician must 
have a registry number in addition to his professional 
license. This registry number must appear on each 
narcotic prescription. The date on which the pre- 
scription is written must be included, and also the 
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name and address of the patient and the signature 
as well as the address of the physician. 

A pharmacist may. not legally deliver the order 
until this completed prescription has been received. 
He cannot accept telephone prescriptions for nar- 
cotics. He may not permit them to be mailed or de- 
livered later, nor may he honor stamped or typed 
signatures or the signature of ‘a nurse. This is not 
caprice on his part. The pharmacist has these re- 
quirements to meet by law, and any physician who 
requests him to deviate from this procedure places 
the pharmacist in jeopardy. 

Another often difficult and misinterpreted situa- 
tion occurs when the druggist calls to verify a nar- 
cotic prescription. He does so only in an effort to 
protect the physician and himself. The danger of 
forgery or subterfuge on the part of addicts is. suf- 
ficient to justify unusual care, which every physician 
must quickly recognize to be only reasonable and 
proper. 

The combined efforts of many persons are neces- 
sary for the effective control of this dangerous prod- 
uct, It presents a situation where understanding, 
tolerance, and co-operation on the part of all are 
necessary, while failure on the part of either the 
pharmacist or the physician in this regard will al- 
ways work toward the disadvantage, often toward 
the embarrassment, and sometimes toward the pun- 
ishment of both. 


THE MEDICAL CARE DOLLAR 


Frank G. Dickinson, Ph.D., director of the 
American Medical Association’s Bureau of Medical 
Economic Research, has again prepared statistics on 
the cost of medical care. This relates to the year 
1952 and presents some interesting figures. The 
material is borrowed from the Journal of the Ameri- 
can Medical Association but is repeated in this form 
because many physicians do not take the time neces- 
sary for analyzing columns of figures. The follow- 
ing material represents only a portion of what is 
contained in the study, but it will at least give an 
indication of the cost of health care in relationship 
to other living expenses. 

Base figures for the purpose of this study are the 
average for the years 1935 to 1939. This figure is 
contrasted with the comparable expenditure in 1952. 
Total consumer expenditures for the base period 
were 63.6 billions of dollars. In 1952 this had 
risen to 218.1 billions of dollars. During the same 
period, the cost of total medical care rose from 2.6 
billions to 9.6 billions. Of this last figure, physicians’ 
services have increased from 0.8 to 2.7 billions; 
hospitals from 0.5 to 2.4 billions. 

Even though the actual amount spent appears 
formidable, and although there has been an increase 


in the cost of health services, there are at least three 
interesting comparisons in this regard. For example, 
expenditures for alcoholic beverages, for recreation, 
and for tobacco are each greater than expenditures 
for physicians’ services. The figure for recreation, 
11.7 billions, is greater than the total cost of medical 
care. Even personal care and jewelry are each almost 
as high as is the expense of physicians’ services. 
The second point concerns the percentage of the 
total expenditure that goes for each of the various 
items. In 1952, 4.4 per cent of all expenditures went 
for health care. Out of that figure, physicians’ serv- 
ices and hospital services shared almost equally, 
with physicians receiving 1.2 per cent and hospitals 
1.1 per cent. It might be interesting to compare these 
with such items as alcoholic beverages, for which 4.1 
per cent of the total consumer expenditure was taken. 
Recreation is 5.4 per cent, tobacco 2.4 per cent; 
personal care 1.2 per cent, and jewelry 0.7 per cent. 
The third equally interesting comparison, but 
slightly more difficult to evaluate, might be explained 
as follows. The base from which the tabulation was 
taken represents the amount of goods or services 
that could have been purchased with one week’s 
wages in the 1935-1939 period. The figure given 
here represents a percentage. It may be illustrated as 
follows: If the figure were 100 per cent, it would 
mean that the price of the service or commodity had 
risen in exactly the same proportion as the increase 
in wages. In other words, it still requires one week's 
wages in 1952 to purchase the same amount that re- 
quired one week’s wages in 1935. Where the figures 
are below 100 per cent, this means that the income 
level has increased more rapidly than the cost. The 
figures also indicate the relative rise of the different 


DECEMBER, 1953 559 


items listed and show that medical care has increased 
to a lesser per cent than have many other commod- 
ities. 

For example, physicians’ fees stand at 50 per cent. 
This means it would require a half week in 1952 to 
earn the cost of medical care that would have re- 
quired a full week’s wages in 1935. Hospital rates 
stand at 95 per cent. The interest here is that the 
increase in hospital care is almost twice the relative 
increase of physicians’ services. 

The following selected commodities may be used 
as comparisons with the medical care cost. Women’s 
cotton house dresses in 1952 stand at 91 per cent; 
men’s shoes, 87 per cent; furniture, 76 per cent; 
food, 76 per cent; personal care, 64 per cent; recrea- 
tion, 57 per cent; transportation, 61 per cent, and 
rent, 47 per cent. 

For fear that the above may not contain all factors 
desired for an understanding of the figures, statistics 
issued by the United States Department of Labor 
estimate the base period average weekly earnings of 
production workers in manufacturing industries to 
have been $22.42. In 1952, this figure is listed as 
$67.97. Therefore, the paragraph above actually says 
that with the high rate of pay in 1952, this worker 
would have earned in one-half week what it would 
have taken him a full week in 1935 to earn for a 
similar physician’s service. 

So, finally, two points can be established, the first 
being that while health services have risen in cost, 
they have risen to a smaller degree than many other 
standard items, and, second, that the increase in 
earning power has risen rapidly enough to enable 
medical services to be purchased with half the work- 
ing time that was required for the purchase of the 
same service in 1935. 


John C. Artman, M.D. - 
2005 Lincoln Drive 
Hays, Kansas 


Rex C. Belisle, M.D. 
Plainville, Kansas 


SERVICE SEPARATIONS 


As a service to physicians and communities in this state desiring additional medical personnel, the 
Journal of the Kansas Medical Society will publish in this column each month the names of medical 
officers who will shortly be separated from the armed forces. These are men who volunteered from 
Kansas, and many of them will probably be interested in finding locations in this state. Anyone in- 
terested in contacting these physicians may write to the address here given. 


Laurel G. Case, M.D. 
* 316 South Factory Street 
Enterprise, Kansas 


Thomas W. Critchfield, M.D. 
4509 West 74th Place 
Mission, Kansas 


William J. Kridelbaugh, M.D. 
Route 4, Radio Lane 
Arkansas City, Kansas. 


James G. Lee, Jr., M.D. 
731 Ann Avenue 
Kansas City, Kansas 


Hampton W. Shirer, M.D. 
5321 West 50th Street 
Mission, Kansas 
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CASE PRESENTATION 


Protocol: Dr. Robert Weber (resident in med- 
icine): This patient was admitted at 8:00 p. m. and 
expired at 10:25 p. m. Chief complaint was uncon- 
sciousness of four hours’ duration. 

This patient was first seen in the outpatient de- 
partment in August, 1939, when a diagnosis of 
alcoholic gastritis and tertiary lues was made. The 
patient next was seen in the outpatient department 
in November, 1951, because of diabetes. Hospital- 
ization was recommended. The patient did not com- 
ply and was not seen again until the present admis- 
sion. She had been a known diabetic since 1949. 


During the first two years of this illness, she fol- - 


lowed the diet and took insulin regularly. Since 
November, 1951, she had been negligent in her 
diabetic regimen. Approximately three weeks prior 
to admission, the patient developed an upper respir- 
atory infection and had been bedfast since. 

On February 14, 1953, the patient complained of 
pain in the left ear and was given an injection by 
her local physician. The pain, however, persisted 
until February 15, 1953, when the ear began drain- 
ing. On the morning of admission the patient seemed 
to be all right, according to her husband, but was 
found unconscious upon his return from work and 
had a grand mal convulsion. 

Past history was essentially negative except as 
stated above. The family history indicated that the 
mother died of dropsy at age 49. No family history 
of diabetes was recalled. 

System review revealed that the patient had had 
occasional episodes of abdominal pain, “bloating,” 
and nausea. During the past few years there had 
been occasional episodes of hematemesis. 

Physical examination revealed a well developed, 
well nourished female who was comatose with 
typical Kussmaul respiration and moderate dehydra- 
tion. The eyes were deviated upward and toward 
the left. Blood pressure was 160/120, pulse 110. A 
purulent discharge was noted in the left ear. There 
was gtade one arteriosclerotic retinopathy. Nuchal 
rigidity was elicited. The lung fields were clear to 
percussion and auscultation. No cardiac enlarge- 
ment was demonstrated, and no murmurs were pres- 
ent. The liver was firm and palpable three centi- 
meters below the costal margin. Neurological exam- 
ination was essentially negative. 

Laboratory studies at the time of admission re- 


*From the University of Kansas Medical Center. Edited by 
Glen R. Shepherd, -D., an ahlon Delp, M.D., from 


recordings of the conference participated in by the departments 
of medicine, otolaryngology, surgery (neurosurgery) and pathol- 
ogy, and the junior and senior classes of medical students. 


Clinical Pathological Conference* 
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vealed a blood sugar of 562 mg. per cent; CO, 
of 7.6 meq./L; sodium, 150 meq./L; potassium, 4.1 
meq./L; chloride, 108 meq./L; NPN, 28.5 mg. per 
cent. Urine analysis showed specific gravity 1.012, 
albumin one plus, sugar four plus, and acetone 
strongly positive. 

Hospital course: The patient was given 100 units 
of regular insulin intravenously at the time of admis- 
sion, and later received an additional 100 units of 
regular insulin intramuscularly. She remained coma- 
tose throughout the period of hospitalization but 
began to respond to painful stimuli at approximately 
10:00 p. m. At this time she had a grand mal con- 
vulsion and, shortly thereafter, started Cheyne-Stokes 
respirations and expired quietly. Preceding death the 
respiratory rhythm was grossly irregular for a period 
of 5 to 10 minutes. 

Dr. Mahlon Delp (chairman): Any questions of 
Dr. Weber? 

Q: Were any fluids given during this last episode, 
particularly potassium ? 

Dr. Weber: The patient had no potassium. She 
did not receive more than a small amount of fluid. 

Dr. Delp: A thousand cc. normal saline and 
1000 cc. one-sixth molar sodium lactate were or- 
dered. I don’t know how much of it she actually 
received. 

Q: Was a spinal puncture performed? 

Dr. Weber: No. 

Q: What about the blood pressure readings when 
she was in the hospital previously ? 

Dr. Delp: Two previous blood pressure readings 
were made in the outpatient department in Novem- 
ber, 1951. One of them was 135/100; the other 
was 130/105. 

Q: What was the temperature of the patient? 

Dr. Weber: It was 102°. Only one temperature 
reading was recorded. 

Q: The respirations at the last—were they grossly 
irregular ? 

Dr. Delp: It was recorded as Cheyne-Stokes respir- 
ation, though the intern noted, “This is not Cheyne- 
Stokes respiration but is Biot’s respiration.” 

Q: What additional findings are there? 

Dr. Delp: The patient did have a quantitative 
serology, 32 Kahn units recorded in 1951. She had 
a positive serology of four-plus—no quantitative de- 
termination in 1939 on her first visit to the out- 
patient department. She had no manifestations of 
syphilis whatsoever at that time other than the pos- 
itive serology. 

Q: What treatment had she had for syphilis? 

Dr. Delp: ‘She had eight shots of bismuth here. 
We don’t know whether she had any other form of 
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antiluetic therapy or not, because she was lost for 
a period of 12 years. I assume that she did have 
treatment elsewhere—at the health department—and 
it probably was penicillin. 

Q: What about the pupils—were they equal? 
Did they react to light? 

Dr. Weber: They were equal. No other descrip- 
tion is given in the chart. 

Q: What about the muscle tone? 

Dr. Weber: I would say that the muscle tone was 
normal. 

Dr. Robert Bolinger: Was the coma of a restless 
type? 

Dr. Weber: It was not a restless type; she was 
not threshing about. 

Dr. Delp: There is one thing to note about this 
patient, in some of the histories that were taken. 
When the husband returned from work that eve- 
ning, about 5:00 or 6:00 o'clock, he found the pa- 
tient lying across the bed. She seemed to be confused 
but still responding. He gave her a glass of water 
and immediately after she drank the water—I assume 
she drank it—she had a convulsive seizure. Sub- 
sequently she was quietly comatose until about 15 
or 20 minutes before she expired, at which time 
she developed a marked restlessness. 

We do have an electrocardiographic tracing. May 
we have that now? 

Dr. E. Grey Dimond (medicine): The rate is 
approximately 150 and regular. The basic rhythm is 
probably sinus tachycardia. The tall peaked T waves 
and widened Q-T interval are suggestive of hyper- 
potassemia. There are no changes present to suggest 
any old or recent myocardial infarction. 

Dr. Delp: We have no x-rays on this patient. 

To review: We had observed this patient at ir- 
regular intervals since 1939. Though the patient had 


Figure 1. EKG showing tall peaked T waves and widened 
Q-T interval suggestive of hyperpotassemia. 
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syphilis, I think it should be called latent syphilis. 
There were no manifestations of syphilis at the time 
of her first visit. I am not sure that anyone has 
demonstrated syphilis so far in the findings as re- 
corded. 

At the time the patient came to the outpatient 
department first, she was drinking too much—three 
pints of whiskey and four quarts of beer a week. 
She wanted to discontinue it and was seeking advice 
in that regard. 

One other thing—she had been vomiting blood. 
I don’t know whether that has been brought out in 
the history. On many occasions throughout the next 
12 or 14 years, this patient vomited blood. At the 
time she was seen in the outpatient department for 
the first time, it was thought that probably she did 
have a gastritis from the excessive alcohol intake. 

It was first recorded in 1939 that she had a large 
liver. You heard Dr. Weber say that she had a 
large liver, a liver down three fingers, at the time 
of her admission to the hospital on this occasion. 
Whether or not that is significant, I am uncertain. 

In 1949, the patient was found to have hyper- 
glycemia. I said hyperglycemia; I did not say diabe- 
tes. I think it is up to you to decide whether or 
not she had diabetes. We do have the reported 
blood sugar of 560 mg. per cent with a CO, of 
13 meq. on one visit to the outpatient department. 
The patient was ambulatory and was indoctrinated 
in a diet. She did not reappear until she came to 
the emergency room at the time of her last admission 
to the hospital. It seems likely that she was tolerating 
a blood sugar of 560 with a fair amount of ease. 
She had been on insulin in the past, but she was 
not on insulin when admitted to the hospital. I am 
not certain whether or not that is significant. 

Next, we know that the patient had a respiratory 
infection with a painful and discharging ear. That 
seems to be the first element in her present history. 

Next of importance is the history of a convulsion, 
witnessed by her husband, and subsequent convul- 
sions witnessed here at the hospital. I think you 
have to decide whether the patient’s convulsions were 
metabolic or primarily neurologic in origin and 
whether the comatose state was of importance. 

There are a number of items that should be dis- 
cussed after we hear of the pathology. There was a 
spinal tap on this patient, but it was done after death, 
making it a part of the postmortem findings. 

Will you discuss this case, Mr. Rapport? 


DIFFERENTIAL DIAGNOSIS 


Mr. Samuel Rapport (senior student): The case 
presents the problem of the unconscious patient and 
more specifically, the problem of a known diabetic 


in coma. 


If the coma is not readily explained by omission 
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of insulin or by failure to take the proper dosage of 
insulin, it is the responsibility of the examining 
physician to search for some complication which 
might have precipitated it. 

Ketosis, with its sequelae of acidosis and coma, 
usually is precipitated by one of the following dis- 
orders: infections of the respiratory, the genitou- 
rinary, or the gastrointestinal tract; surgical pro- 
cedures or trauma; or gastrointestinal disturbances 
with reduction of food intake or vomiting. 

In our patient today we have a history of what 
appears to be diabetes, and her symptomatology was 
reiterated by Dr. Weber and Dr. Delp so I won't 
repeat it. However, Dr. Delp pointed out certain 
findings upon admission which are not indicative of 
uncomplicated diabetic acidosis. I think we must 
make some effort to explain those. 

Diabetic acidosis is obvious in this instance. A 
patient with a known history of diabetes was coma- 
tose with typical Kussmaul respiration and dehydra- 
tion on admission. In addition to that, the laboratory 
work revealed 562 mg. per cent sugar; more signif- 
icantly, a CO, was 7.6 meq./L. Urine revealed al- 
bumin one-plus, sugar four-plus, and acetone strong- 
ly positive. I think we have here adequate criteria 
for the diagnosis of diabetic acidosis. 

It is equally obvious that there was something 
else the matter with the patient, as evidenced by the 
deviation of her eyes, the nuchal rigidity, the grand 
mal convulsions, the temperature of 102°. It was 
Joslin who said, “When you see a diabetic in coma, 
with fever, your index of suspicion should certainly 
be raised.” 

This patient had a blood pressure of 160/120, 
another thing not found in uncomplicated diabetic 
acidosis and coma. 

I think the signs that were found, particularly the 
deviation of the eyes, the nuchal rigidity, and the 
increased temperature, are indicative of some sort of 
meningeal irritation. This meningeal irritation could 
be the result of many things. 

Let’s consider first the possibility of a meningitis. 
This patient had a history of an upper respiratory 
infection of three weeks’ duration, with a draining 
infected ear of two days’ duration. Not uncommonly 
a complication of otitis media or mastoiditis is a 
pyogenic meningitis. The factors in favor of a pyo- 
genic meningitis are: first, the patient did have the 
preceding focus of infection; second, the patient had 
a fever of 102°; third, the patient had indications of 
meningitis; at least, she had nuchal rigidity. In a 
comatose patient it’s hard to determine whether or 
not some of the outstanding characteristics of men- 
ingitis are present. 

It is possible that this patient may have had a 
cerebral vascular accident. However, it seems unlikely 
in the absence of any clearly defined localizing neuro- 


logical findings. There are several types of cerebral 
vascular accidents: subarachnoid hemorrhage, sub- 
dural or epidural hematoma, and others. But I don’t 
think we have enough evidence from the protocol to 
indicate any of these. 

This patient could have had a brain abscess. Alpers 
states that as high as 50 per cent of brain abscesses 
may result from some infection of the ear, and this 
patient had an ear infection. However, meningeal 
signs in brain abscess frequently are absent. I doubt 
if this patient could have developed a brain abscess 
in so short a time; however, it would not be im- 
possible. Also, with brain abscess we expect to find 
some kind of a focal neurological involvement, of 
which we have no evidence in this patient. 

The patient could have had an extradural abscess. 
Here, other than meningeal irritation, we might ex- 
pect to find on x-ray some characteristic alterations. 
This can be a difficult diagnosis to make. 

I think, in light of the facts that we have, the 
most likely complication of this patient’s diabetic 
acidosis would be a meningitis. The problem then 
is to determine the etiology of the meningitis. 

Our best possibility is that this was pyogenic 
meningitis, probably of streptococcal or pneumococ- 
cal etiology, since it followed so closely the purulent 
infection of the ear. However, we can’t rule out 
other types of meningitis, particularly tuberculous 
meningitis. The patient had what apparently was 
conjugate deviation of the eyes, which may be found 
in tuberculous meningitis. All the situations discussed 
may produce convulsions, which this patient had— 
meningitis, cerebral vascular accident, or a brain 
abscess. 

I think tuberculous meningitis should not be 
definitely ruled out. However, I will rule it out on 
the basis of the patient’s temperature, which I think 
was a little too high for that. Another point is that 
tuberculous meningitis is not common in older in- 
dividuals, although it does occur. It’s more frequently 
found in children. 

We have to think about lues, although a syphilitic 
meningitis usually follows the primary infection by 
one to two years. Convulsions are common but you 
see also cranial palsy, hemiplegia, and papilledema, 
which were not present in this patient. Therefore, 
I think we can also rule out this type of meningitis. 

Therefore, my final diagnosis will be diabetic 
acidosis with coma and some form of pyogenic men- 
ingitis, the etiology of which would have to depend 
upon spinal fluid studies. 

I will try to explain some of the symptoms this 
patient had. One was hepatomegaly. There is a pos- 
sibility, with an alcoholic history, that this patient 
could have had cirrhosis. I don’t think we have any 
clear cut evidence that she did. Fatty infiltration in 
diabetics is not uncommon. My impression is that 
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the fatty infiltration probably was one complication 
of her diabetes. 

The patient had a hematemesis. I think the most 
likely explanation for this symptom was alcoholic 
gastritis. However, diabetic patients bleed rather 
easily into the gastrointestinal tract. Diabetics with 
peptic ulcers bleed in a higher percentage of cases 
than do non-diabetics. 

The patient had high blood pressure. I think the 
best way to account for this is on the basis of some 
sort of diabetic nephropathy. Not infrequently, dia- 
betics show arteriolar sclerosis, intracapillary arte- 
riolar sclerosis, or acute or chronic pyelonephritis. 
Some physicians are prone, when they see a diabetic 
with any type of renal involvement, to think of 
Kimmelstiel-Wilson’s disease. I don’t think this is 
justified in all cases. More frequently, I think, you 
will find a mixture of arteriolar sclerosis and pyelone- 
phritis plus an intracapillary arteriolar sclerosis. I 
think any one of these conditions, or possibly all 
three of them, could have accounted for this patient's 
elevated blood pressure. 

The patient was dehydrated. I think most of us 
ate familar with the reason for diabetics with acido- 
sis being dehydrated. 

Now, we attempt to explain why this patient died. 
I think she died from respiratory failure, which isn’t 
saying a lot. I think this failure was on the basis 
of toxic or inflammatory depression of the respiratory 
center. It is possible that this patient died because of 
hyperpotassemia; however, there seems to be some 
disagreement as to whether hyperpotassemia existed. 

Dr. Delp: It is unusual, I think, for a patient 
known to be a diabetic for only four years to have 
a diabetic nephropathy. Perhaps we can offer some 
other explanation for the hypertension. 


CLINICAL DISCUSSION 


Dr. Delp: Leukocytosis and febrile states—the 
combination of fever and leukocytosis—are markedly 
effective in decreasing the effect of insulin. Even 
hyperpyrexia, artificial hyperpyrexia, will decrease 
the effectiveness of insulin. And if it’s associated 
with leukocytosis, it certainly has a considerably 
greater effect. As a matter of fact, in those disease 
states in which leukopenia occurs, the vitiation of 
the effectiveness of insulin is much less. 

Dr. Bolinger, have you ever seen a: patient with 
diabetic acidosis whose illness was ushered in by 
convulsive seizures? 

Dr. Robert Bolinger (medicine): No. 

Dr. Delp: This patient’s history is unique. When 
her husband left her at home in the morning, she 
was well. He came home and found her lying across 
the bed. He gave her a drink of water, and she 
had a convulsive seizure. Is that the usual history 
preceding diabetic coma? 
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Dr. Bolinger: No. I’m not sure that the diagnosis 
of diabetic acidosis is obvious, although it probably 
enters into the differential diagnosis. 

Dr. Delp: We'd like to have some comments from 
Dr. Williamson and Dr. Steegmann regarding this 
patient’s convulsive seizures and comatose state. Per- 
haps you can elucidate whether they were related to 
her acidosis or were entirely separate from it. Dr. 
Williamson ? 

Dr. William P. Williamson (neurosurgery): I 
think this patient had a complication in her brain 
that caused the fever, stiff neck, stupor, coma, and 
death. With a draining ear, I think it was meningitis, 
the pus having broken through her middle ear into 
the intracranial cavity. Not only does infection make 
the diabetes worse, but diabetes makes the infection 
worse. I don’t think it’s out of the question at all 
for a patient to die with fulminating meningitis in 
8l/, hours, as this patient did. Convulsions can occur 
from meningitis with pus on the surface of the 
brain or beginning to invade the surface of the 
brain. 

I think the student was right in ruling out brain 
abscess, because there wasn’t time enough for a 
brain abscess. The patient died much too quickly. 
It takes about 10 days for the brain to suppurate and 
wall off into an abscess. She could have had so-called 
beginning cerebritis, or infection into the brain, but 
I am sure that it was not walled off into a suppura- 
tive surgical abscess. 

I think purulent meningitis from the middle ear 
can explain this entire picture. If you want to guess 
as to the type, Jet us call it pneumococcic. A pneu- 
mococcic meningitis can be virulent. I feel that a 
pneumococcic meningitis from the middle ear ex- 
plains the neurological complications in this patient. 

Dr. A. T. Steegmann (medicine-neurology): I 
agree with Dr. Williamson in all that he says. I 
would like to state one thing about the question of 
acidosis. In general, acidosis increases the threshold 
for convulsions. Convulsions are not so likely to occur 
as in a state of alkalosis. Of course, if the patient has 
an actual meningeal infection, he may go into con- 
vulsions in spite of the acidosis. But for many years 
we treated convulsive disorders by the use of de- 
hydration, which really produced acidosis in the 
patient. 

Dr. Delp: Dr. Wood, the opinion seems to be 
predominant that this patient did have meningitis 
and that it must have had something to do with a 
middle ear infection. Do you agree with Dr. Wil- 
liamson’s comment about the infecting organisms? 

Dr. James Wood (otolaryngology): Since it does 
point to the ear infection, I'll say that the micro- 
organisms causing otitis media roughly parallel those 
of the nasopharynx, and the predominating organism 
usually is streptococcus hemolyticus. More cases come 
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to autopsy from streptococcus hemolyticus than from 
pneumococcus Type III, with the antibiotic therapy 
used these days. However, pneumococcus Type III is 
the organism second in frequency. 

This patient had an upper respiratory infection 
for approximately three weeks. That would indicate 
that otitis media did come from the nasopharynx, 
and, therefore, it was purulent otitis media. I would 
tend to think that purulent otitis media was more 
apt to be from streptococcus hemolyticus than from 
pneumococcus Type III. Pneumococcus Type III, al- 
though fulminating, will give a thin, bloody type of 
secretion. 

When the patient complained of the pain two 
days before the convulsion, we think it a serious 
symptom. The mastoid process is not endowed with 
a large amount of pain sensitivity or nerve endings. 
Hence, the pain probably was from the middle ear. 
Therefore, we think of pus under pressure. We also 
think of pus touching the dura or part of the lateral 
sinus, which is highly sensitive. When the ear broke 
and drained, she got relief from this pressure, but 
probably in the meantime the labyrinthitis already 
had begun, either positive labyrinthitis or perilabyrin- 
thitis. 

The only way a membranous labyrinthitis can oc- 
cur is for the infection to invade through one of the 
oval windows of the internal auditory meatus or 
split through the base of the cochlea of the middle 
ear. 

Though the patient might have had a labyrinthitis, 
it might have been present some time before. Vomit- 
ing goes with labyrinthitis. Also, in labyrinthitis the 
patient would tend to lie on the side away from the 
ear involved and turn her eyes toward the ear in- 
volved. It was the left ear in this patient, and the 
eyes were deviated to the side of the involvement. 


PATHOLOGY REPORT 


Dr. Leland Stoddard (pathology): This report 


Figure 2. Fibrosis of the pancreas. Clumps of small cells 
are surviving islets. No acinar tissue remains. 
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will confine itself largely to confirming the diagnoses 
and comments that already have been made. There 
is some question as to whether or not this patient 
had diabetes and diabetic acidosis. Those are clinical 
and chemical diagnoses, not anatomical diagnoses. 
However, I shall present some observations that 
would fit well with the idea that this patient was 
diabetic. 

The pancreas was atrophic and made up almost 
exclusively of connective and adipose tissue. Almost 
no exocrine tissue remained. There were a few 
islets. Where islets were found, they were often in 
clusters as though perhaps a surviving islet or two 
had undergone hyperplasia. 

The slide shows a few surviving islets under a 
higher magnification and also illustrates the dense 
fibrous tissue that made up most of the pancreas. 

Before considering how these pancreatic changes 
may have come about, we might say that chronic 
pancreatitis, or atrophy and fibrosis of the pancreas, 
is a lesion that may be associated with diabetes 
mellitus. As a matter of fact, this particular lesion 
was emphasized in the past, and some authorities 
even insisted that without pancreatitis there was not 
diabetes. We would not agree with that today, of 
course. 

Our interest today is centered in functional ideas 
about diabetes, perhaps even various types of diabe- 
tes. Maybe diabetes mellitus really is not one disease 
but several. The interrelationships of islets, pituitary, 
adrenals, and liver are the things that intrigue us 
today, as well as enzyme and biochemical studies. 
No doubt this is how progress will come. But in 
the meantime we should not forget that in the litera- 
ture there are many dbservations that some cases of 
diabetes are associated with fibrosis and atrophy of 
the pancreas, even though some islets remain. 

_ The pancreatic atrophy and fibrosis may be related 
to one or more other lesions in this case. This patient 
had chronic cholecystitis and cholelithiasis. Although 


Figure 3. Acute meningitis. Numerous polymorphonuclear 
leukocytes are present in the meninges overlying an area of 
the cerebral cortex. 


: 


the wall of the gallbladder was autolyzed, as it usual- 
ly is at autopsy, one can see chronic inflaminatory 
cells and some fibrosis in this histological section. 
It is known that true pancreatitis frequently is as- 
sociated with gallstones, even though the patho- 
genesis of the pancreatitis is not too clear. 

Another possibility is that this patient was a 
chronic alcoholic and had acute alcoholic episodes. 
With acute alcoholic episodes, there often is acute 
pancreatitis with necrosis and inflammatory reaction. 
It would be possible that at some time in the not 
too distant past the patient had suffered from such 
an attack. However, it would seem there should be a 
better history if she really had had a genuine episode 
of acute hemorrhagic pancreatitis. 

Those are the possibilities I think of to account 
for the pancreatic lesions, except to mention that 
there were calculi in the pancreatic ducts. Such stones 
might, of course, slowly cause atrophy and fibrosis, 
but they might also be sequellae of pancreatic -de- 
struction from some other cause. 

What happened in the liver? There are many rea- 
sons why the liver might have been injured. The 
patient was an alcoholic, as has been pointed out, 
and also probably diabetic. Both conditions lead to 
fatty infiltration which in turn produces diffuse 
fibrosis, that is, Laennec’s cirrhosis. Furthermore, 
there were gallstones, and one might wonder whether 
there could be biliary cirrhosis. Microscopic examina- 
tion of the liver showed absence of any kind of cir- 
thosis, but there was fatty change. 


With -an Oil Red 0 


Figure 4. Fatty change of the liver. . 
stain of a frozen section, globules of fat (black) are seen in 
cords of parenchymal cells about a central vein. 


Hyaline arterio- and arteriolosclerosis in mild focal 
form was found in several places. This lesion we re- 
late to hypertension, which the patient had had for 
at least two years. Also, there was a mild degree of 
cardiac hypertrophy that can be related to the hyper- 
tension. Now, why the hypertension? It already has 
been pointed out that diabetics sometimes have 
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trouble with their kidneys. The anatomical findings 
were entirely compatible with chronic phylonephritis 
of advanced degree. 

The Kimmelstiel-Wilson lesion has been men- 
tioned; but for good reasons would not be expected 
in this case. There were some interesting changes, 
however. The Kimmelstiel-Wilson lesion really is not 
just one lesion; it is many. The intercapillary sclero- 
sis is the part usually emphasized. Associated with 
it, there frequently is hyalinization of the basement 
membranes of the tubules, and that was present in 
this case. In addition, there was an interstitial de- 
position of amorphous hyaline material, which also 
is characteristic of the Kimmelstiel-Wilson lesion and 
other nephropathies characterized clinically by the 
nephrotic syndrome. A further lesion in the Kim- 
melstiel-Wilson complex is a peculiar type of cap- 
sular change, hyalinization of the capsule of the 
glomerulus. However, that lesion is not specific. It 
was found in occasional fields in this case. That's all 
I can say. Whether there were early changes here 
that in 10 or 15 years would have gone on to be 
associated with intercapillary sclerosis, I don’t see 
how one could know. 

Dr. Moriarty, who performed the autopsy, de- 
scribed pus within the petrous temporal on the left. 
Unfortunately, our blocks are not well enough 
oriented to answer many of the questions and prob- 
lems that have been raised with regard to how far 
the infection had gone. But there was an acute 
inflammatory reaction in the petrous temporal. 

There is no difficulty in illustrating the acute men- 
ingitis. From the exudate in the meninges and from 
tissues recovered at autopsy, a type nine pneumococ- 
cus was cultured. The meninges were altered by an 
exudative inflammatory reaction, most of the cells 
being polymorphonuclear leukocytes. That was the 
extent of the inflammatory process. There was no 
abscess and no diffuse inflammation of the brain. 

High power microscopy showed that in addition 
to the leukocytes, there were cocci in the meninges 
and in some of the leukocytes. 

And finally, related perhaps to diabetic acidosis, 
was an extensive degree of acute fatty infiltration of 
the liver. 

Fat was found in all parts of the lobules through- 
out the liver. I would consider that acute and could 
not relate it to any of the chronic processes in this 
patient. 

It would seem likely that diabetes was of short 
duration because atherosclerosis was virtually absent 
in this patient. I would like to mention parenthetical- 
ly that there were no anatomical manifestations of 
syphilis. 

ANATOMICAL DIAGNOSIS 
Primary 
Chronic cholecystitis and cholelithiasis. 
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Lymphocytic infiltration of portal fields of liver, 
moderate. 

Multiple calculi of the pancreas. 

Chronic fibrosis of the pancreas, advanced (his- 
tory of chronic alcoholism of unknown duration and 
of diabetes mellitus, four years). 

Fibrosis of the splenic vein. 

Healed infarct of the spleen. 

Fibrous adhesions of omentum of spleen and left 
lobe of liver. 

Chronic pyelonephritis, bilateral, advanced. 

Hyaline thickening of tubular basement mem- 
branes and interstitial hyalinization of kidneys com- 
patible with the Kimmelstiel-Wilson lesion (absence 
of intercapillary hyalinization) . 

Slight focal hyaline arterio- and arteriolosclerosis 
of kidneys, adrenal glands, and liver (history of 
hypertension, 130/105 two years before death and 
160/120 the day of death). 

Hypertrophy and dilatation of the heart, 450 
grams. 

Focal fibrosis of the myocardium, slight. 

Fat infiltration of the heart (history of obesity). 

Purulent otitis media, left (history of upper 
respiratory infection, three weeks, and of left otitis 
media two days before death). 

Acute purulent meningitis, type IX pneumococ- 
cus. 

Fatty metamorphosis of the liver, moderate. 

Early bronchopneumonia, bilateral. 

Accessory 

Two lung cysts of bronchiectatic type of the upper 
lobe, left, with secondary moniliasis. 

Fibrous adhesions of the lower lobe right lung and 
apex of left lung. 

Pleural thickening of both apices of lungs. 

Diverticula of the sigmoid colon. 

Adhesions binding the greater omentum to the 
left diaphragm and the spleen. 

Exostosis of the symphysis pubis. 

Healed scar on left neck. 

Anthracosis, lungs, thoracic and abdominal lymph 
nodes. 

Chronic cystic cervicitis, slight. 


SUMMARY 


The diabetic in coma can present a complex prob- 
lem, as in this case, for it is not safe to assume 
the coma is due to diabetic acidosis. The differential 
diagnostic discipline applied here would have quickly 
revealed the neurological disease. Obviously, the 
neurologic lesion held priority for therapy. 

Previous observations of this patient’s diabetes 
should have created a high degree of suspicion in 
accepting a diagnosis of diabetic acidosis and should 
have made the administration of insulin more 
cautious. 


The electrocardiogram here strongly suggests 
hyperpotassemia as a factor in death. 


COORDINATORS OF CANCER TEACHING MEET 


The sixth annual meeting of the coordinators of 
cancer teaching in medical and dental schools of the 
United States was held in Kansas City, October 8-10. 
One hundred thirty teachers were present to discuss 
mutual problems and learn about teaching and tre- 
search developments at the University of Kansas 
Medical Center. 

An open house was held at the medical school 
on October 8. The program concerned the use of 
television and other cancer teaching audiovisual aids 
and included a tour of research facilities in the 
new Medical Sciences Building. Panel discussions, 
talks, and motion pictures on cancer teaching made 
up the program for October 9 and the morning of 
October 10, and talks on cancer research were given 
on the final afternoon. Chancellor Franklin D. Mur- 
phy gave the third Samuel Harvey oration at a ban- 
quet at the Town House on October 9. 

The program included the following subjects and 
speakers from the University of Kansas School of 
Medicine: Address of Welcome, Dean W. Clarke 
Wescoe; “The Use of Color Television in Cancer 
Teaching,” Dr. Paul W. Schafer, professor of sur- 
gery; “Observations on the Effect of 6-Mercapto- 
purine on Acute Leukemia,” Dr. Sloan J. Wilson, 
associate professor of medicine and oncology; ‘“‘Prob- 
lems in the Relationship of In Situ Carcinoma to In- 
vasive Carcinoma of the Cervix,” Dr. Leland D. Stod- 
dard, associate professor of pathology; ‘“Serodi- 
agnostic Tests for Cancer,” Dr. Jack H. Hill, .as- 
sociate in pathology; “Histochemical Studies of 
Lipids in Testis and Adrenal Gland following Estro- 
gen Administration,” Dr. Harlan I. Firminger, as- 
sociate professor of pathology and oncology; ‘‘Radio- 
isotope Studies of Tumor and Host Protein Metab- 
olism,” Dr. Chauncey G. Bly, assistant professor of 
pathology and oncology; “Correlated Studies on 
Liver Necrosis” and “Integration of Cancer Instruc- 
tion at the University of Kansas,” Dr. Robert E. Sto- 
well, professor of pathology and oncology. 

The group does not have a constitution or officers, 
but each year elects a chairman to appoint commit- 
tees and conduct business until the next annual 
meeting. Dr. Robert E. Stowell was elected chairman 


for the current year. 


Of the million hospital beds needed during the 
next 15 or 20 years, two-thirds will be for the chronic 
sick, including mental and tuberculous patients.— 
A. P. Merrill, M.D., New York State Medical Jou: 
nal, October 1, 1952. 
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ACTIVITIES OF MEMBERS 


Dr. Hilbert P. Jubelt, Manhattan, has been elected 
chairman of the Riley County-Manhattan Health 
Board. 


Dr. E. V. Thiehoff, head of the Department of 
Preventive Medicine and Public Health at the Uni- 
versity of Kansas Medical Center, gave the first of a 
series of six lectures to Army physicians, nurses, 
and social workers at the Fort Riley Hospital late 
in October. His series of talks will outline current 
methods of prevention of disease. 


Dr. Warren F. Bernstorf, Winfield, was one of 
the speakers at a health workshop held in Clay Cen- 
ter, October 28. 


Dr. LeGrande B. Byington, Kansas City, partic- 
ipated in a panel discussion on ‘Transition in Vene- 
real Disease Control” at a seminar in Chicago, No- 
vember 19 and 20, under the sponsorship of the 
United States Public Health Service. 


The Gelvin-Haughey Clinic, Concordia, announces 
that Dr. Paul H. Schraer, formerly of Detroit, Mich- 
igan, is now radiologist for the clinic and for St. 
Joseph’s Hospital. Dr. Schraer was assistant ra- 
diologist at Pennsylvania Hospital until World War 
II, when he spent four years in the Navy. 


Dr. H. L. Bunker, Sr., Junction City, has been 
elected president of an organization of physicians, 
dentists, pharmacists, and chiropodists in Junction 
City, succeeding Dr. Robert M. Carr. 


Dr. Findley Law, a 1951 graduate of the Uni- 
versity of Kansas School of Medicine who served his 
internship at St. Margaret’s Hospital, Kansas City, 
has opened an office in Bird City. 


Dr. James B. Weaver, head of the Section of 
Orthopedic Surgery at the University of Kansas Med- 
ical Center, addressed a joint session of the Amer- 
ican Legion and its auxiliary at a meeting held in 
Emporia on November 15. 


The Wichita Clinic announces that Dr. M. V. Hol- 
man, who formerly practiced in Kinsley, is now on 
its staff and will specialize in anesthesiology. 


Dr. Dwight Lawson, Topeka, spoke on obesity at 
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a meeting of the Kiwanis Club at Eskridge last 
month. 


Dr. A. M. Cherner, Dr. M. C. Eddy, Dr. L. W. 
Reynolds, and Dr. H. R. Custer, Hays, were four 
speakers who took part in a conference on cancer 
nursing held at Hays, November 30 and December 
1. Attending the conference were nurses from that 
section of the state. 


Dr. Cyril V. Black, Pratt, has resigned as health 
officer of Pratt County. 


Dr. B. Dan Ferguson, Bird City, recently received 
orders to report for active duty in the Air Force. 


Among those taking part in a program given at 
Hutchinson on November 1 for members of the 
Kansas Medical Assistants’ Society were Dr. R. A. 
Crawford and Dr. L. E. Dickelman of Hutchinson 
and Dr. Murray C. Eddy of Hays. 


Dr. Donald W. Selzer, who formerly practiced 
in Manhattan, returned last month from service with 
the Army in the Marshall Islands. He is now sta- 
tioned in Fort Riley. 


Dr. M. M. Tinterow, Wichita, addressed a group 
of nurse anesthetists at a meeting held at the Lassen 
Hotel, Wichita, last month. 


“Your Heart” was the subject of a talk given by 
Dr. E. Grey Dimond, of the University of Kansas 
Medical Center, at a meeting of the American Le- 
gion and its auxiliary at Olathe last month. 


Dr. Ray Busenbark, who has been practicing in 
Kansas City for many years, has announced his re- 
tirement, effective December 1. He and Mrs. Busen- 
bark plan to move to California. 


Dr. M. R. Fitzpatrick has returned to his practice 
in Kansas City after a tour of duty with the Army, 
during which time he spent six months in Korea. 


Dr. C. V. Black, Pratt, addressed the Woman's 
Auxiliary to the Pratt County Medical Society on the 
subject of public health last month. 


Dr. Paul H. Lorhan, chief of the Department of 
Anesthesiology at the University of Kansas Medical 
Center, was elected second vice-president of the 
American Society of Anesthesiologists at the group’s 
annual meeting in Seattle last month. 
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COUNTY SOCIETIES 


The Wyandotte County Medical Society met at 
the City-County Health Building, Kansas City, on 
October 20. Speaker of the evening was Dr. Frank 
L. Feierabend, president of Blue Shield, who spoke 
on “Current Cost of Medical Care as It Affects Blue 
Cross and Blue Shield.” 


Dr. Harris B. Shumacker, professor of surgery at 
the Indiana University Medical Center, Indianapolis, 
spoke on “Problems in the Surgical Management of 
Peripheral Vascular Disorders’’ at a dinner meeting 
of the Shawnee County Medical Society held on 
November 2. 


A meeting of the Montgomery County Society 
was held at the Booth Hotel, Independence, October 
21. Twenty-three members attended and heard a 
paper, ‘X-ray Pathology in Pediatrics,” given by Dr. 
Vern Lockard, radiologist who practices in Bartles- 
ville and in Coffeyville. 


A symposium on the diagnosis and treatment of 
cancer of the cervix formed the program at a meeting 
of the Sedgwick County Society held at the Lassen 
Hotel, Wichita, on November 3. Speakers were 
Doctors H. C. Clark, M. W. Hall, William J. Reals, 
and J. R. Stark. Dr. E. X. Crowley and Dr. N. C. 
Siebert were discussants. The president of the Kansas 
Medical Society, Dr. Lucien R. Pyle, Topeka, was a 
special guest at the meeting. 


Physicians of the 12th Councilor District of the 
Kansas Medical Society held a dinner meeting at 
the Lora-Locke Hotel, Dodge City, November 2. 
Guests at the meeting were Dr. Lucien R. Pyle, pres- 
ident, and Mr. Oliver E. Ebel, secretary of the 
Kansas Medical Society. 


Thirty members of the Crawford County Medical 
Society held a joint dinner meeting with’ members 
of the Auxiliary at the Hotel Besse, Pittsburg, on 
October 29. Dr. Jack W. Graves, Wichita, was guest 
speaker. 


A meeting of the Northwest Kansas Medical Soci- 
ety was held at the Colby Country Club on Novem- 
ber 1. The president and executive secretary of the 
state organization, Dr. Lucien R. Pyle and Mr. Oliver 
E. Ebel, Topeka, were speakers. 
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A meeting of physicians of Harvey, McPherson, 
and Marion counties was held in Marion on Novem- 
ber 5. Dr. E. Grey Dimond, of the University. of 
Kansas Medical Center, was guest speaker. 


Dr. John D. Hilliard, Medicine Lodge, was elected 
president of the Harper, Sumner, and Barber Tri- 
County Medical Society at a meeting held last month. 
Dr. L. W. Patzkowsky, Kiowa, was named secretary, 
and Dr. Dale C. McCarty and Dr. H. Yasuda were 
named councilors. 


Sponsorship of a diabetes detection drive was one 
of last month’s projects of the Atchison County Med- 
ical Society and the Lyon County Medical Society 
and their auxiliaries. Free testing tablets were dis- 
tributed throughout the counties. 


A meeting of the Wilson County Society, held 
November 11 at the Neodesha Methodist Church, 
featured election of officers. The following were 
chosen: Dr. Glen M. McCray, president; Dr. J. W. 
McGuire, vice-president, and Dr. C. E, Stevenson, 
secretary-treasurer. The business session followed a 
dinner meeting with members of the auxiliary. 


Dr. John B. Dixon, Parsons, was named president 
of the Labette County Society at its November meet- 
ing. Dr. Hal A. Burnett will be vice-president, and 
Dr. Charles F. Henderson will serve as secretary. 


POSTGRADUATE COURSE FOR CARDIOLOGISTS 


Forty physicians from 27 Kansas cities were pres- 
ent in Emporia, October 28-31, for a postgraduate 
course in cardiovascular diseases sponsored by the 
Committee on the Study of Heart Disease of the 
Kansas Medical Society. Dr. Philip W. Morgan, Em- 
poria, is chairman of the committee. 

Dr. George C. Griffith, professor of medicine and 
coordinator of cardiovascular diseases at the Uni- 
versity of Southern California School of Medicine, 
Los Angeles, was instructor for the course. 

A dinner session was held on October 29 with 
Dr. Lucien R. Pyle, president, and Mr. Oliver 
E. Ebel, executive secretary of the Kansas Medical 
Society, as speakers. Members of the committee in 
charge of arrangements were Dr. Thomas P. Butcher, 
chairman; Dr. F. W. Foncannon, Dr. J. J. Hovorka, 
and Dr. E. J. Ryan. 


The Sixth»Annual Mid-West Cancer Conference 
will be held in Wichita, April 1 and 2, 1954. 


KANSAS COMMISSION ON ALCOHOLISM 


The Kansas Commission on Alcoholism, estab- 
lished by law passed during the 1953 session of the 
legislature, announces the opening of its offices at 
315 West Fourth Street, Topeka. Lewis W. Andrews 
is serving as executive director of the new commis- 
sion. 

Activities will be administered by a board com- 
posed of Harold E. Reeves as chairman, Dr. Karl 
E. Voldeng as vice-chairman, Carl E. Ziegler as sec- 
retary, Dr. George W/. Jackson, and Dr. Z. Miles 
Nason. 

The duties of the commission are as follows: (1) 
Study the problem of alcoholism, including methods 
and facilities available for the care, custody, deten- 
tion, treatment, employment and rehabilitation of 
alcoholics; (2) Provide for research into factors 
leading to alcoholism; (3) Promote meetings for 
the discussion of problems confronting clinics and 
agencies engaged in the treatment and rehabilitation 
of alcoholics; (4) Disseminate information on the 
subject of alcoholism for the assistance and guidance 
of residents and courts of the state; (5) Suggest rea- 
sonable regulations respecting the care, treatment and 
discipline of patients and persons committed to state 
institutions by reason of alcoholism and (6) Make 
such reasonable regulations respecting the care, treat- 
ment and discipline of patients and persons commit- 
ted to the commission’s care and the management of 
the commission’s affairs as the commission deems 


necessary. 


CANCER CONFERENCE IN WICHITA 


The Broadview Hotel, Wichita, will be the scene 
of the Sixth Annual Mid-West Cancer Conference, 
April 1 and 2, 1954. Plans are rapidly being com- 
pleted by the joint sponsors, the Kansas Division of 
the American Cancer Society and the Committee on 
Control of Cancer of the Kansas Medical Society. 

Dr. Robert E. Speirs, Dodge City, is chairman of 
the Society's committee, and Dr. H. M. Wiley, Gar- 
den City, is in charge of the program. 

The panel of speakers for the conference includes 
the following: Dr. A. N. Arneson, St. Louis, ra- 
diologist; Dr. Louis H. Clerf, Philadelphia, oto- 
laryngologist; Dr. Warren H. Cole, Chicago, sur- 
geon, head of Department of- Surgery, Illinois Col- 
lege of Medicine; Dr. Hugh P. Hare, Los Angeles, 
radiologist; Dr. N. L. Higginbotham, New York 
City, surgeon; Dr. Richard H. Overhold, Brookline, 
Massachusetts, surgeon; Dr. C. P. Rhodes, New York 
City, pathologist; Dr. Arthur P. Stout, New York 
City, pathologist, professor of pathology at Columbia 
University. 

On the day immediately following the conference, 
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April 3, the Kansas Society of Pathologists will con- 
duct a slide seminar on “Tumors of the Lung, 
Mediastinum, Pleura, and Chest Wall.” 

The conference is open to all members of com- 
ponent county medical societies, physicians serving 
in the armed forces or the Veterans’ Administration, 
residents, and interns. 


CouRSE IN MEDICAL TECHNOLOGY 


A refresher course in medical technology will be 
presented at the University of Kansas Medical Cen- 
ter, Kansas City, January 11-13. The course will con- 
sist of lectures, discussions, and demonstrations cov- 
ering a wide variety of subjects, with panel discus- 
sions at the close of each day’s program. Enrollment 
is open to all employees of medical laboratories, 
whether registered technicians or not, upon payment 
of a registration fee of $12. 


TRUDEAU SOCIETY MEETS 


The Kansas Trudeau Society, at a recent meeting 
held in Kansas City, elected the following officers 
to serve during the next year: president-elect, Dr. 
Charles Pokorny, Halstead; secretary-treasurer, Dr. 
Monti L. Belot, Jr., Lawrence; executive committee, 
Dr. Paul V. Joliet, Kansas City, and Dr. Michael 
L. Furcolow, Kansas City. Serving as president this 
year is Dr. Andre Baude, Topeka. 


DEATH NOTICES 


OrrRIN C. Lowe, M.D. 


Dr. O. C. Lowe, 70, an active member of 
the Miami County Medical Society, died at 
Paola on November 3 after an illness of two 
years. He had practiced there since 1914. He 
was graduated from the University Medical 
College, Kansas City, in 1912 and practiced 
for a short time in St. Louis before locating 
in Kansas. He was a veteran of World War I. 


RoBeRT Lewis MCALLISTER, M.D. 


Dr. R. L. McAllister, 80, died at his home 
in Marysville on November 1. A graduate 
of the Central Medical College of St. Joseph 
in 1898, he located first at Oketo, moving to 
Marysville in 1907. He was an honorary mem- 
ber of the Marshall County Medical Society. 
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The term “‘sarcoid lesion” as employed in this 
communication is defined as a characteristic granu- 
loma induced by a wide variety of agents, only one 
of which is etiologically responsible for the general- 
ized clinical disease, “sarcoidosis.” Primary interest 
in this particular topic is from the point of view of 
differential diagnosis of the biopsied specimen re- 
ported as “sarcoid’” from a patient not presenting 
the usual clinical manifestations of the generalized 
disease. 

This lesion is the epithelioid granuloma. It is usu- 
ally discrete and involves the lymphoreticular tissues, 
but any organ of the body may be the site of involve- 
ment. The lesions tend to remain discrete until the 
outline is blurred by fibrosis and hyalinization in the 
healing stage. Necrosis is not commonly a part of the 
lesion, but a fibrinoid type of necrosis is encountered 
in some of the granulomas. Giant cells of both the 
Langhans and foreign body types, as well as various 
inclusion bodies and asteroids, may be encountered 
within the lesions. 

Sarcoid lesions have been observed in conjunction 
with a variety of infectious diseases. The identification 
of acid-fast bacilli in these lesions has been sporadi- 
cally reported since the time of Boeck. One can oc- 
casionally find side by side typical sarcoid tubercles 
and large caseating tuberculous lesions, the former 
without caseation and without bacilli, the latter teem- 
ing with bacilli.? 

Leprosy may occur in a tuberculoid form histolog- 

ically indistinguishable from sarcoidosis.* In fact, 
Boeck himself is reported to have diagnosed a case 
of tuberculoid leprosy as cutaneous sarcoid. Further- 
more, peripheral and pulmonary adenopathy and cys- 
tic bone changes in the phalanges may further confuse 
the differentiation of leprosy from sarcoidosis. How- 
ever, the tuberculoid forms of leprosy are almost 
invariably associated with the neural type of the dis- 
ease. 
Brucellosis in its low-grade chronic form not in- 
frequently is associated with non-caseating granulo- 
mas. The usual lesions tend to be much less distinct 
than those of sarcoidosis and usually exhibit a greater 
degree of necrosis and surrounding inflammatory 
changes, but occasionally they cannot be differentiated 
from sarcoid lesions.‘ 


* This is one of 11 senior theses selected for publication by the 


Editorial Board from a group of 15 judged the best by the fac- 
ulty of the University of Kansas School of Medicine. 

** Thesig written while the author was a senior student. Dr. 
McCaughey ig now interning at the University of Kansas Medical 


Center. 


Sarcoid Lesions* 


Hugh W. McCaughey, M.D.** 
Kansas City, Kansas 
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The histopathology of sarcoid has been noted in 
definite association with at least one fungus infection. 
Reimann® reported a case in which the diagnosis of 
sarcoidosis had apparently been established by skin 
biopsy. When this patient was readmitted to the hos- 
pital four years later with severe laryngeal involve- 
ment, Histoplasma capsulatum was detected in 
gtanulomatous tissue secured by laryngeal biopsy. A 
review of the biopsied skin lesion revealed the or- 
ganism. Israel® observed a case in which disseminated 
histoplasmosis was demonstrated in a patient who 
had typical clinical, laboratory, and biopsy findings of 
generalized sarcoidosis. 

A protozoan infection, leishmaniasis, has been 
described as occurring in a “sarcoid form.” The 
hyperproteinemia and hepatosplenomegaly also noted 
in this disease may provide further difficulty in dif- 
ferentiation from sarcoidosis.7 

A relationship of helminth infestations to sarcoid 
lesions is described by Jaques.8 In the described case, 
larvae of Strongyloides stercoralis were identified in 
the subcutaneous tissues of the perineum. It was pos- 
sible to demonstrate a Schaumann body being formed 
from these larvae. 

Sarcoid lesions have been associated with various 
viruses. Lofgren et al.® isolated a virus from the 
cutaneous or subcutaneous lesions of six patients with 
clinical sarcoidosis. The virus appeared to belong to 
the influenza-mumps-Newcastle group by agglutina- 
tion and growth characteristics. Katz el al.1° observed 
a patient with coexistent sarcoidosis and lymphogran- 
uloma venereum, and Gendel et al.1 a patient with 
active herpes zoster during the active stage of his 
sarcoidosis. An interesting patient is that reported by 
Eisenbud,4! a fatal case of chickenpox diagnosed 
histologically at autopsy which presented also at 
autopsy sarcoid lesions of the lung, spleen, lymph 
nodes, and pericardium with demonstration of viral 
inclusion bodies in the epithelioid cells of the sarcoid 
lesions in the lungs. 

Sarcoid lesions have been demonstrated in both 
primary and metastatic neoplastic processes. Prior!” 
reported one case of ductal carcinoma of the breast 
without sarcoid lesions in the primary tumor but with 
these lesions in one-half the axillary lymph nodes 
examined. Another of Prior’s cases presented adeno- 
carcinoma of the stomach with serosal extension. Of 
the 24 lymph nodes from the resected specimen, all 
contained satcoid lesions, 12 coexistent with meta- 
static carcinoma. Prior’s third case was that of a patient 
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with a primary medullary adenocarcinoma of the 
breast in the substance of which multiple sarcoid 
lesions were identifiable. 

Gherardi!* operated upon a patient for obstructive 
jaundice of undetermined cause. At operation a hard 
mass was felt in the region of the common hepatic 
duct, but inaccessibility of the lesion made resection 
impossible. However, an enlarged lymph node lying 
inferior to the junction of the common and cystic 
ducts was removed and was diagnosed microscopically 
as Boeck’s sarcoid. The patient died seven months 
later from adenocarcinoma of the bile ducts with 
metastases. 

In the surgical material of his laboratory, Nicker- 
son! states that sarcoid-like lesions have often been 
found in Hodgkin's disease, have been noted in the 
midst of tumor cells in cancer of the breast, and 
have also been seen in the retro-aortic lymph nodes 
in a patient who died of cancer of the stomach. 
Jaques!® refers to ten other cases of carcinoma (in- 
volving oral cavity, skin, breast, ampulla of Vater, 
bronchus, and thyroid in which histologic examina- 
tion revealed sarcoid lesions in the regional lymph 
nodes. 

Beryllium granulomatosis may, in its later stages, 
simulate the roentgenologic and clinical findings of 
generalized sarcoidosis. Furthermore, histopathologic 
lesions indistinguishable from those of sarcoidosis 
are not infrequently observed in this disease.1® 

Sarcoid lesions have been described in association 
with at least one of the pneumoconioses. Skavlem 
et al.17 report the case of an employee of an asbestos 
plant for 25 years who presented at necropsy typical 
sarcoid lesions of the lung with the occurrence of 
asbestos fibers and other particles in the interior of 
the lesions, and in some cases within the giant cells. 
Typical pulmonary changes incident to asbestosis 
were observed as well as generalized visceral sar- 
coidosis. 

These lesions have also been observed in coexistence 
with a number of diseases of unknown etiology or 
syndromes thought to be of multiple etiology. Ex- 
amples of the former include rheumatoid arthritis,18 
Still's disease,‘ rheumatic fever,! 22 hemolytic ane- 
mia,” 21 and regional enteritis.2° Examples of the 
latter are erythema nodusum!: 22 and thrombocyto- 
penic purpura.?, 24 

A large group of nonspecific agents have been 
shown to produce sarcoid lesions following introduc- 
tion into the tissues, such as morphine, iron, alumi- 
num hydroxide, arsenic preparations, paraffin, medi- 
cated oils, and glass and stone fragments.7: 26 

The relationship of trauma to sarcoidosis and sar- 
coid lesions has been reviewed by Hannesson.27 He 
mentions the cases of Maloney and Combes, in one 
of which sarcoid lesions appeared at the sites of hypo- 
dermic injection, and the other with involvement of 
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a finger which had been previously injured. Ernsting’s 
case in which Boeck’s sarcoid appeared in the scar of 
an eyelid which had been injured 15 years before 
and Montanus’ case of sarcoid occurring in an appen- 
dectomy scar four years postoperatively were also 
described by Hannesson. 

Finally, and of especial interest, are the six cases 
in the series of Ricker and Clark, generalized visceral 
sarcoidosis discovered at autopsy in patients who died 
traumatic deaths and were apparently enjoying good 
health prior to their sudden demise.?§ 


CONCLUSION 


Admittedly, some of the above associations of sar- 
coid lesions with the various diseases mentioned are 
likely fortuitous coexistence and do not imply cause 
and effect relationship. Nevertheless, this histopath- 
ologic entity, the sarcoid lesion, is a non-specific 
altered tissue reactivity to a great variety of agents. 
As such, this lesion by no means establishes the de- 
finitive diagnosis of ‘generalized sarcoidosis of 
Boeck” in the absence of typical clinical manifesta- 
tions of this disease. In the patient with doubtful 
clinical findings, the differential diagnosis must in- 
clude such disease states as chronic bacterial infec- 
tions, fungus infections, infestations with protozoa or 
helminths, virus infections, neoplastic diseases, occu- 
pational poisoning, ‘‘collagenous diseases,” and blood 
dyscrasias. 
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ANNOUNCEMENTS 


The Institute of Industrial Health of the Univer- 
sity of Cincinnati will accept applications for a limited 
number of fellowships for those who wish to pursue 
a gtaduate course of instruction in industrial med- 
icine. The course consists of a two-year period of in- 
tensive training, followed by one year of practical 
experience. Requests for information should be ad- 
dressed to the Institute of Industrial Health, College 
of Medicine, Eden and Bethesda, Cincinnati 19, 
Ohio. 


The Midwest Section of the Association for Re- 
search in Ophthalmology will hold its annual meet- 
ing on Sunday, February 7, at the University of 
Chicago School of Medicine. The meeting will fol- 


low the annual clinical conference of the Chicago. 


Ophthalmological Society, which will be held on 
February 5 and 6 at the Drake Hotel, Chicago. 


The American Foundation for Allergic Diseases 
has been established under the joint sponsorship of 
the American Academy of Allergy and the American 
College of Allergists. Offices are maintained at 525 
Lexington Avenue, New York City. 

The aims of the foundation are: to promote 
through public education an accurate understanding 
of the problem of allergic diseases; to inform and 
educate the medical profession in the problems of 
allergy; to co-operate with medical institutions, hos- 
pitals, and other organizations for the development 
of facilities for treatment and prevention of allergic 
diseases, and to provide facilities for research, includ- 
ing fellowships and residencies. 


The Council on Postgraduate Medical Education 
of the American College of Chest Physicians, in co- 
operation with the respective state chapters of the 
college and the staffs and faculties of hospitals and 
medical schools, will sponsor the second regional 
postgraduate course on diseases of the chest in New 
Orleans, February 15-19, 1954. Tuition is $75. In- 
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formation may be secured from the College, 112 East 
Chestnut Street, Chicago 11, Illinois. 


The 13th annual essay contest of the Mississippi 
Valley Medical Society will be held in 1954. A cash 
prize of $100, a gold medal, and a certificate of 
merit will be given for the bést unpublished essay 
on any subject of general medical interest, including 
medical economics and education. Closing date for 
the contest is May 1, 1954. Information may be 
secured from Harold Swanberg, M.D., 209 W.C.U. 
Building Quincy, Illinois. 


The medical profession at large is invited to at- 
tend any of six sectional meetings of the American 
College of Surgeons to be held during the first five 
months of 1954. The meeting closest to Kansas will 
be held at Omaha, March 1-4. Among those from 
this area who will take part are Doctors Stanley 
R. Friesen, David W. Robinson, Harold L. Gainey, 
and Hugh G. Hamilton, all of Kansas City. Dr. Had- 
don Peck, St. Francis, will preside over one session. 


A meeting of doctors in Alcoholics Anonymous 
will be held at the Mayflower Hotel, Akron, Ohio, 
May 14-16, 1954. The group was formed five years 
ago and has met annually since that time. Informa- 
tion and reservations may be secured through the 
following address “Doctors,” Mayflower Hotel, 
Akron, Ohio. 


HOsPITAL TRAINING IS EXPANDED 


That hospital training is continuing to expand 
is readily seen by a survey of the number of phys- 
icians today serving as interns and residents in the 
nation’s hospitals. The number today is twice the 
figure for the year just prior to World War II. Dur- 
ing the year 1952-1953, there were 7,645 interns and 
16,867 resident physicians on duty, compared to a 
total of 12,000 in 1940. 

The number of hospitals offering approved intern 
training has increased 12 per cent during the last 10 
years. The number of internships available has risen 
32 per cent, from 8,180 to 11,006. Ninety per cent 
of the internships offered are of the rotating type. 

During the year 1952-1953, there were 4,635 
residency programs in 1,131 hospitals approved by 
the A.M.A. A total of 22,292 residency positions 
were available, and the occupancy rate was 76 per 
cent. 

There has been a marked increase in the number 
of residents entering certain specialty fields in the 
last 10 years. Psychiatry, internal medicine, and gen- 
eral surgery head the list. 
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THE KANSAS PRESS 
LOOKS AT MEDICINE 


Editor’s Note. In this section the JOURNAL repro- 
duces editorials relating to medicine which have 
appeared in the lay press. An effort is made to include 
both favorable and unfavorable comments, and the 
Editorial Board in no instance assumes responsibility 
for the opinions expressed. 


Goop MEDICAL 


Good news continues to come from the medical 
front. 

To take one example, the American Medical As- 
sociation reports that the total number of students 
enrolled in approved medical schools has established 
a new record. The number graduated constitutes the 
largest group ever graduated in one academic year. 
Some schools are now involved in extensive expan- 
sion programs. Several national organizations are de- 
voting their energies and resources to fund raising to 
help relieve the heavy financial pressure that many 
schools are under in these inflated times. 

To take another example, the Chamber of Com- 
merce of the United States made a survey of health 
protection insurance policies issued- during 1952 to 
individuals and their families. It finds that all types 
of health insurance showed an increase over 1951, 
generally by large percentages. And this is in ad- 
dition to the tens of millions of people who are pro- 
tected through group insurance, Blue Cross and Blue 
Shield plans, mutual benefit associations, union bene- 
fit systems, and other methods of voluntary coverage. 

Here is the answer to those who still argue that 
the only sure way to guarantee medical progress is 
through socialized or government-dominated med- 
icine—and to those who are still beating the drum 
for compulsory government health insurance, at a 
cost of untold billions to the wage earners and 
businesses and taxpayers of this nation. No com- 
parable country stands so high in the medical scale 
as ours—and free medicine has made that great 
achievement possible—Coffeyville Daily Journal, 
October 11, 1953. 


VETERANS ARE TAXPAYERS TOO 


How far the government should go in providing 
free medical treatment for veterans whose disabilities 
are not connected with their military service is a dif- 
ficult and delicate problem. 

It is unanimously agreed that every possible aid 
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should be given the veteran whose injury or illness 
is service-connected. That is a basic duty and respon- 
sibility of government, and it is a privilege for -us 
to pay taxes to make it possible. But as matters 
stand now, the government hospitals are largely oc- 
cupied with caring for those whose troubles have 
no military origin. 

It can be argued that this is owed to all who 
served their country in war. Yet there is no way to 
equitably repay those who made sacrifices in widely 
varying degrees while in uniform. A parallel can 
be drawn of the man who saves another from drown- 
ing. How can such a debt be canceled? 

In the pure practical sphere, the veterans are tax- 
payers too. There are now more than 20,000,000 
men and women who served in the military forces 
and the number swiftly increases. If all of them 
are to be entitled to free medical service, the bill 
will be staggering—and the veterans, no less than 
others, will have to pay it. 

Finally, the danger in a medical program such 
as this is that it would become so huge and power- 
ful as to be the dominant factor in the whole medical 
system of the nation. And then the way to socialized 
or politically-bossed medicine would be wide open. 

These are far-reaching matters, that must not be 
forgotten in the debate over the veteran problem. 
—Topeka Daily Capital, November 4, 1953. 


GAINS IN VOLUNTARY HEALTH INSURANCE 


In all parts of the country the American people 
voluntarily increased their protection against the 
unexpected costs of hospital, surgical, and medical 
care in 1952, according to a recent report of the 
Health Insurance Council. Statistics to support the 
statement were recorded by insurance companies, 
Blue Cross-Blue Shield, and other independent plans. 

The report shows that nearly 92 million are 
covered against hospital expense, an increase of more 
than 51/4 million over 1951. More than 73 million 
have protection against surgical expense, an increase 
for the year of more than 71/, million. Nearly 36 
million, an increase of 8 million, carry medical ex- 
pense coverage. 

Copies of the report are available on request from 
the Council on Medical Service of the American 
Medical Association. 


Last year was the third consecutive year of increase 
in the traffic death toll. 


Make hotel reservations now for the 95th Annual! 
Session, Kansas Medical Society, Topeka, May 2-6, 
1954. 
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BOOK REVIEWS 


May's Manual of Diseases of the Eye. 21st Ed- 
ition. Edited by Charles A. Perera. Published by 
Williams and Wilkins Company, Baltimore. 512 
pages, 32 color illustrations, 346 black and white 
illustrations. Price $6.00. 


This is the 21st edition of a manual of eye dis- 
eases written first by Charles H. May in August, 
1900. It has long been used for student teaching 
at the medical school level and for reference by 
practitioners. Both the early editions and the cur- 
rent revision have effectively presented adequate in- 
formation without burdensome detail. 

Dr. Perera has deleted some of the obsolete ma- 
terial found in previous editions and has brought 
other material up to date. Newer concepts in the use 
of cortisone and ACTH in allergic and inflammatory 
eye diseases are presented, along with a discussion 
of the indications for and use of antibiotics in 
ophthalmology. Newer diagnostic entities such as 
retrolental fibroplasia are outlined, and the principle 
of newer operative procedures is explained. 

The book as constituted is not bulky and remains 
a good source work for student education and gen- 
eral practice reference.—L.L.C. 


Mechanisms of Urologic Disease. By David M. 
Davis. Published by W. B. Saunders Company, Phil- 
adel phia. 156 pages, 6 charts. Price $4.50. 


Dr. Davis has condensed and systematized the 
great body of urologic information into a small and 
exceedingly readable textbook on urology. Disease 
in the urinary tract has been placed on a physiologic 
basis with elimination of much of the folklore of 
urologic practice. This book is highly recommended 
as a significant contribution to the field of urology. 
—W. L. V. 


Gifford’s Textbook of Ophthalmology. Fifth Ed- 
ition. By Francis Heed Adler. Published by W. B. 
Saunders Company, Philadelphia. 488 pages, 281 
figures, 26 color plates. Price $7.50. 


This is an excellent textbook on ophthalmology 
for the medical student or general practitioner. It is 
well written and illustrated. Although the book is 
rather small, the subject matter of ophthalmology 
is well covered. —A. L. 


Encyclopedia of Aberrations. Edited by Edward 
Podolsky. Published by the Philosophical Library, 
Inc., New York City. 550 pages. Price $10. 
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The book consists of numerous terms, most of 
them unusual. Some of the terms are explained in 
great detail, while others are explained in only a 
few words. It is not clear to this reviewer how the 
author decided which subjects to discuss and which 
subjects to define. 

The psychodynamics of the-aberrations are psy- 
choanalytically explained. A number of interesting 
and unusual subjects such as vampirism, devil wor- 
ship, etc. are given considerable coverage. More 
common disabilities are also discussed at length. 

The main weakness of the book is that it is ex- 
tremely difficult to look up a subject unless one is 
acquainted with the unusual Greek name. Another 
important weakness is that it would be of interest 
only to psychiatrists, and then only as a source of 
“unusual’’ material—P. C. L. 


A Doctor's Soliloguy. By Joseph Hayhim Krimsky. 
Published by the Philosophical Library, Inc., New 
York City. 116 pages. Price $2.75. 


In the first chapter of this philosophical disserta- 
tion, the author quotes from Job 11:7 where Zophar, 
who thinks Job to be both a liar and a hypocrite, 
says, ‘“Canst thou by searching find out God?” The 
author fails to follow up and get Job’s answer in 
fifth reply to his false comforters. That is, (Job 
19:25) ‘For I know that my Redeemer liveth, and 
that He shall stand at the latter day upon the earth.” 

The author follows closely upon Darwinian evolu- 
tion, as a fact not as a theory, apparently unaware 
that scientists are finding more and more defects in 
this ‘‘sacred” doctrine. Modernistic religion mixed 
with deism, humanism, and the “‘social gospel” are 
largely the basis of the soliloquy. 

The author is a sincere searcher after the truth, 
but he gives no evidence of having found it. One 
biblical verse he should ponder well is I Cor. 2:14. 
The word “religion” is used only three times in the 
Bible and the English word religious only twice. 
However, this author speaks of all religions as of 
equal merit. 

This writer also makes it difficult for one who is 
definitely authoritarian and conservative, and believ- 
ing that the Bible is the inerrant, infallible, God- 
breathed Word of God, to review such a tangle of 
self deception, despair, false hope, and false prem- 
ises. Salvation is a free gift. By grace are ye saved 
through faith plus nothing. Good works do noi 
count toward salvation, “Not of works lest any 
man should boast.” There will be rewards for those 
who accept the “free gift’ but only “depart from 
me I never knew you” for those who do not accepi 
“the gift.’—N. O. 


5 


DECEMBER, 1953 


It's Convenient to Buy Kanox 
THERAPEUTIC OXYGEN AND ANESTHETIC GASES 


Oxygen Therapy Nitrous Oxide 


Regulators and Equipment Ethylene 
epair Service for Helium 

Regulators, Flowmeters Oxygen 
and Humidifiers Cyclopropane 


KANSAS OXYGEN, Inc. 


Phone 5-555! HUTCHINSON, KANSAS Box 551 


Woodcroft Hospital--Pueblo, Colorado 


A private hospital for the scientific treatment of neuro-psychiatric disorders, including alcoholism 
and drug addiction. Beautiful landscaping and home-like surroundings afford a restful atmosphere. 
Accommodations vary from single rooms with or without bath to rooms en suite, allowing for 
segregation of guests. 


Detailed information furnished on request. 
KARL J. WAGGENER, M.D. 
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The Nursing Mother. By Frank Howard Richard- 
son. Published by Prentice-Hall, Inc., New York 
City. 204 pages. Price $2.95. 


A book written for lay consumption extolling the 
virtues, physical and emotional, of breast feeding for 
mother and baby with instructions on technic. De- 
spite obvious bias, the author adopts a common-sense 
attitude toward the problem. A section with ques- 
tions and answers is included that might be well re- 
ceived by the young mother. Some of the material 
offered in support of the author's premise is old 
and not convincing. However, the book could serve 
a useful purpose in complementing information sup- 
plied to the patient by her doctor.—R. L. N. 


The Physician in Atomic Defense. By Thad P. 
Sears. Published by Year Book Publishers, Inc., 
Chicago, Illinois. 308 pages. Price $6.00. 


A timely book has been recently released by the 
Year Book Publishers. The author, associate pro- 
fessor of clinical medicine at the University of 
Colorado, has certainly made a considerable study of 
the problem of the national civil defense effort and 
has made understandable for the practicing physician 
a difficult subject. The book is not too detailed or too 
long and includes an ample source of biobliographic 
references, plus a number of explanatory diagrams 
and clear photographs. 

The subject matter, which is presented in fairly 
simple language, makes sound easy the fundamental 
mysteries of physics relating to the structure of the 
atom, the differences of the elements, the Einstein 
concept of mass equals energy, the difference between 
the various waves of radiant energy, and the tremen- 
dous binding forces within the atom, all without 
mathematical formulae or exclusive scientific term- 
inology. This reviewer, who has no more special 
knowledge of this difficult subject than any other 
M.D. would have from the retreating memory of 
this premedical college course, found the material 
as developed by Dr. Sears easy to understand and 
most interesting. 

In later chapters there are presented discussions 
of biologic changes due to radiation, evaluation and 
treatment of mass casualties after an atom bomb at- 
tack, and planning for civil defense organizations. 
The latter part is not quite as interesting as the 
earlier chapters. 

This is a book which should help the individual 
physician and, it is hoped, the civil defense effort. 
—D. W. R. 


Pathology. Second Edition. By W. A. D. Anderson. 
Published by C. V. Mosby Company, St. Louis. 1349 


pages, 1241 illustrations, 10 color plates. Price $16. 


This very excellent textbook of pathology was first 
published in 1948 and now has been completely re- 
vised and brought up to date. The collaborators are 
all distinguished pathologists and physicians, and this 
book is an excellent addition to the physician’s refer- 
ence shelf, as well as an excellent textbook for the 
medical student. 

The clinical considerations in the book are accurate 
and concise and add greatly to the understanding of 
basic pathology. Adequate references at the end of 
each chapter are a great addition to the text. These 
references are as recent as 1952 and are extremely 
useful.—_ W..L.V. 


INSURANCE FIRM WAIVES PATENT RIGHT 


The Continental Casualty Company, Chicago, has 
assigned and transferred its right, title, and interest 
in the service mark “Blue Seal’ to Blue Shield Med- 
ical Care Plans. The company had registered the 
mark with the United States Patent Office in 1949, 
but in subsequent years had made little use of the 
name or symbol. 

Although the name Blue Shield had been used 
since 1939, it was not registered at that time. In 
ratifying the assignment agreement with the insur- 
ance company, the Blue Shield Commission com- 
mended the Continental firm for “its willingness to 
co-operate in eliminating public confusion in the 
recognition of service marks pertaining to medical 
care coverage.” 


“The next few years should see great and signif- 
icant progress in the Conquering of diseases as yet 
uncontrolled,” said Harry J. Loynd, president of 
Parke, Davis and Company, in a recent address be- 
fore the American Pharmaceutical Association. 

“It has been reported that government, industry, 
and philanthropists are spending more than $181,- 
000,000 for medical research in 1953, or 10 times 
the amount spent for that purpose in 1941. This is 
a healthy increase, but we still spent over $185,000,- 
000 per year for monuments and tombstones. 

“Money alone won’t account for the quickened 
tempo which will be so obvious to us in the period 
just ahead. A very lively rivalry within the industry 
—with intensified competitive pressure—is spurring 
on new product development and process improve: 
ment to a faster pace than ever before.” 


Contributiohs to the American Medical Educa- 
tional Foundation are tax deductible. 
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Nationally advertised Surgical Supplies and Equipment have been placed at Topeka, Joplin, 
Kansas City and St. Joseph for your convenience by— 


GOETZE NIEMER COMPANY 


Management by Dr. W. F. Goetze, member of the American Medical Ass’n, assures intelligent servicing of your orders. 


PHARMACEUTICALS) 


7" complete line of laboratory controlled 
ethical pharmaceuticals. Chemists to the 
Medical Profession since 1903. KA. 12-53 


THE ZEMMER COMPANY, Pittsburgh 13, Pennsylvanté 


For children with emotional and behavior problems: 


THE SOUTHARD SCHOOL 


of 
The Menninger Foundation 


Intensive individual psychotherapy in a residential school 


Outpatient psychiatric and neurologic evaluation and treat- 
ment for children up to 18 years of age is also available. 


J. Cotter Hirschberg, M.D., Director Topeka, Kansas, Telephone 3-6494 


ACCIDENT, HOSPITAL AND SICKNESS INSURANCE 


For Physicians, Surgeons and Dentists Exclusively 


PHYSICIANS 
SURGEONS 
DENTISTS 


COME FROM 


$15,000 accidental death Quarterly $24.00 
$75 weekly indemnity, accident and sickness 


000 accidental death Quarterly $8.00 
weekly indemnity, accident and sickness 


$20,000 accidental death Quarterly $32.00 


$10,000 accidental death $16.00 
$100 weekly indemnity, accident and sickness 


$50 weekly indemnity, ickness 


Cost Has Never Exceeded Amounts Shown 
. ALSO HOSPITAL INSURANCE 


Single Double Triple Quadruple 
GO. dave. 5.00 per day 10.00 per day 15.00 per day 20.00 per day 
30 days of Nurse at Home............ 5.00 per day 10.00 per day 15.00 per day 20.00 per day 
Laboratory Fees in Hospital............. 5.00 10.00 15.00 20.00 
Operating Room in Hospital iWacetacwecunn 10.00 20.00 30.00 40.00 
Medicines in Hospital.................... 10.00 20.00 30.00 40.00 
Ambulance to or from Hospital.......... . 20.00 30.00 40.00 


$4,000,000.00 PHYSICIANS CASUALTY ASSOCIATION $19,500,000.00 
4NVESTED ASSETS PHYSICIANS HEALTH ASSOCIATION PAID FOR CLAIMS 
51 years under the same management 
400 First National Bank Building Omaha 2, Nebraska 


$200,000.00 deposited with State of Nebraska for protection of our members 


| 
ALL 
60 TO 
COSTS (Quarterly) 


IMPROVED OCULAR FIELD CHEST 


The Army Medical Service is now exhibiting a 
new ocular field chest which is designed to bring 
definitive eye treatment closer to the scene of in- 
jury in the combat zone. Replacing a smaller and 
inadequate chest now in use, the new unit is being 
standardized for all branches of the armed forces. 

The chest will permit the ophthalmologist to make 
complete examinations, treat injuries, and do sur- 
gery, when indicated, in the forward area. It con- 
tains a miniature slit lamp, a miniature lensometer, a 
refracting set, a folding large parimeter, and sur- 
gical instruments. It was exhibited at the annual 
meeting of the American Academy of Ophthalmol- 
ogy and Otolaryngology in Chicago in October. 


States with the highest number of doctors per 
capita have the largest number of young men and 
women who want to enter medical school, according 
to statistics compiled by the Association of Ameri- 
can Medical Colleges. The District of Columbia, 
with a doctor ratio of 31 per 10,000 population, 
had 19 applicants for admission to medical schools 
for each 10,000 population. New York ranked sec- 
ond. 

The study shows that chances of gaining admis- 
sion are greater for students living in states having 
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state-supported schools. All private and some state 
medical schools accept some out-of-state applicants, 
but generally students from states not supporting 
medical education are not accepted in as great a 
proportion. 


Vocational rehabilitation of the adult cerebral 
palsied in the United States could stop a drain of 
$500,000,000 a year on the national economy, in 
the opinion of Karl K. VanMeter, New York, who 
testified at a hearing on major health problems be- 
fore a House of Representatives committee in Wash- 
ington. 

Of an estimated 350,000 adult cerebral palsy vic- 
tims, Mr. VanMeter believes about 10 per cent are 
self-supporting. The remainder require at least $600 
each for maintenance. “If these 315,000 could be 
rehabilitated and made employable, even at the rate 
of only $1,000 a year,” he said, “the difference from 
an economic standpoint would be over half a billion 
dollars.” 


Saturday is the most dangerous day of the week in 
traffic. 


Statistics show that only 5 per cent of the doctors 
in this country are women, as compared with 17 per 
cent in England and more than 50 per cent in the 
Soviet Union.—Current Medical Digest, July, 1953. 


CLASSIFIED ADVERTISEMENTS 


FOR SALE—Sp lar pound microscope 
with carrying case, exactly like. new. Used only 4 months. 
Mechanical stage and light, extra eye piece. New cost 
$329.50. Best offer buys it. Write the Journal 13-53. 


FOR SALE—Stock of medicines by physician wishing to 
retire after 39 years in same location. Will sell or rent office 
building and equipment, including x-ray. Small town in 
central Kansas. Two fine hogpitals within 13 miles. Eight towns 
without physicians within 14 miles. Write the Journal 14-53. 


FOR SALE OR LEASE—Seven-room office, newly deco- 
rated and equipped, in busy shopping center near large housing 
area and industries, large city, central Kansas. Write the 
Journal 15-53. 


WANTED TO BUY—a good used optical trial case. In 
reply quote price. Write the Journal 16-53. 


Your instructions 
faithfully executed. 
Quolified, cour- 
teous orthopaedic 
technicians. 

& 

THE 
W. E. ISLE 
COMPANY 
ENTIRE SECOND FLOOR 
1121 GRAND AVE. 


FESSIONAL PROTECT 
EXCLUSIVELY 


specialized service 
assures “know-how” 


TOPEKA Office: 
J. E. McCurdy, Rep., 
1035 Randolph Avenue. 
Telephone 2-3027 
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The Neurological Hospital 


2625 West Paseo, 
KANSAS CITY, MISSOURI 


A voluntary hospital providing the care and 
treatment of nervous and mental patients 
and associate conditions. 


Deformity Appliances 
of Quality 


Everything for the Laboratory 


SOUTHWEST SCIENTIFIC 
CORPORATION 


LABORATORY SUPPLIES AND EQUIPMENT 


122 South St. Francis Street 
Phone 2-0582 Wichita, Kansas 


Orthopedic and Surgical anny 


Artificial Limbs 


Trusses 


Abdominal 


Supports 


Elastic 
Hosiery 


Foot 
Supports 


Surgical 
Corsets 


Taylor Back Brace 
Made to Order in 
Our Own Factory 


P. W. HANICKE MFG. CO. 
1009 McGee St. 
KANSAS CITY, MO. 


Victor 4750 


Cook County Graduate School of Medicine 


Postgraduate Courses 


SURGERY—lIntensive Course in Technic, 
Two Weeks, starting January 18, February 1, Feb- 
ruary 15, 1954 

Surgical Technic, Surgical Anatomy & Clinical Sur- 
gery, Four Weeks, starting March 1, 1954 

Surgical Anatomy & Clinical Surgery, Two Weeks, 
starting March 15, 1954 


General Surgery, Two Weeks, starting April 26, 1954 

Surgery of Colon & Rectum, One Week, starting 
March 1, 1954 

Fractures & Traumatic Surgery, Two Weeks, starting 
March 1, 1954 


GYNECOLOGY— Intensive Course, Two Weeks, starting 
February 15, 1954 
Vaginal Approach to Pelvic Surgery, One Week, 
starting March 1, 1954 


OBSTETRICS—Intensive Course, Two Weeks, starting 
March 1, 1954 


MEDICINE—Electrocardiography & Heart Disease, Two 
Weeks, starting March 15, 1954 
Gastroscopy, Two Weeks, starting March 8, 1954 
Two-Week Intensive Course starting May 3, 1954 


DIAGNOSTIC X-RAY—Clinical ,Course every week by 
appointment 


CYSTOSCOPY—Ten-day practical 
every two wee 


course starting 


Y—Two Week Intensive Course starting 
April 19, 1954 


Teaching Faculty—Attending Staff, Cook Co. Hospital 


Address: Registrar, 707 S. Wood St., Chicago 12, Ill. 


THE LATTIMORE-FINK 
LABORATORIES 


Topeka — 


El Dorado 


J. L. Lattimore, A.B., M.D., Pathologist 
A. A. Fink, A.B., M.D., Pathologist 
H. C. Ebendorf, M.T., Serologist 


A. C. Keith, 


B.S., Chemist 


L. W. Hull, A.B., Bacteriologist 


Walter Norris, A.B., Chemist 


Anatomical and Clinical 


Pathology 


Containers Furnished Upon Request 
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idence centers, suburban and 
ranch, for homogeneous group- 
ing; complete recreational and 
academic programs; daily su- 
pervision by certified psychi- 
atrists, psychologists, and Reg- 
istered Nurses. Our view book 
and full details on request. 


BERT P. BROWN 
President 


SECLUSION MATERNITY 


FAIRMOUNT 
HOSPITAL 


For Unmarried Girls 
Est. 1909 


fe Private sanitarium with 
certified obstetrician in 
charge. All adoptions 


i i i arranged through juve- 
Write for information Bec A, 


MRS. EVA THOMSON trance advised. 
4911 East 27th St. 
Kansas City, Mo. to reduce expenses. 
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Taste Toppers «« that’s physicians and 


for all ages 


patients alike call these two 
favorite dosage forms of 
Terramycin because of their 
unsurpassed good taste. 
They’re nonalcoholic — a treat 
for patients of all ages, 

with their pleasant raspberry 
taste. And they’re often the 
dosage forms of first choice 
for infants, children and 
adults of all ages. 


‘Te rramyc bat 


BRAND OF OXYTETRACYCLINE 


Pediatric Drops 


Each ce. contains 100 mg. of pure 
crystalline Terramycin. Supplied in 

10 cc. bottles with special dropper 
calibrated at 25 mg. and 50 mg. 

May be administered directly or mixed 
with nonacidulated foods and 
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uncomplicated ,/ progress... 


The uncomplicated nutritional 
progress! of infants fed Lactum® 
speaks for its sound rationale. Lactum 
is Mead’s liquid formula made from 
whole milk and: Dextri-Maltose.® 

It provides generous milk protein for 
sturdy growth and sound tissue 
structure, with sufficient calories to 
spare protein and meet the infant’s 
energy needs. 

Lactum is convenient and easy to 


prepare—simply mix equal parts of 
Lactum and water for a formula 
supplying 20 calories per fluid ounce. 


1. Frost, L. H., and Jackson, R. L.: 
J. Pediat. 39: 585-592, 1951. 


Lactum 


MEAD JOHNSON & COMPANY 
Evansville 21, ind., U.S.A. 
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